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ABSTRACT
BARRIERS TO THE CLINICAL SUPERVISION OF DIRECT CARE STAFF IN A
HUMAN SERVICE ORGANIZATION: A CASE STUDY
MAY, 1992
PHILIP RICH, B.F.A., C.W. POST COLLEGE
M.S.W., STATE UNIVERSITY OF NEW YORK
Ed.D., UNIVERSITY OF MASSACHUSETTS
Directed by Professor Jeffrey W. Eiseman

The study utilizes the case study approach in examining clinical supervision in a large,
multi-service human service organization. It specifically examines factors impeding clinical
supervision, asserting that clinical supervision is typically not practiced as a result of multiple
causes.
A model of clinical supervision is synthesized from existing literature and is used as
the basis for the study, which was operationalized through questionnaires and interviews
conducted throughout the organization, a review of organizational materials, and the
observation of supervision. In addition, organizational efficiency was conceptualized as the
product of the interaction between defined task, organizational employees, formal
organizational arrangements, and the informal culture of the organization.
The thesis presents seven propositions to support the view that clinical supervision is
impeded as a result of multiple causes: (1) supervisors are not well versed in the clinical basis
of direct care work, (2) supervisors are untrained in the practice of clinical supervision, (3)
most supervisory tasks are considered to be administrative rather than clinical,
(4) organizational structures do not adequately encourage or support the use of clinical
supervision, (5) training in clinical supervision is unavailable, (6) clinical supervision is more
likely to be provided in programs that have a clear ’'clinical" identity, than in programs that

v

are less clearly defined, and (7) clinical supervision is reserved more for highly professional
staff than for the bulk of the direct care staff that deliver agency services.
Results largely support the propositions, showing that responsibility for supervision
largely lies in the informal organization. There are few formal arrangements or plans for the
development and use of clinical supervision, and, where practiced, supervision is far more
administrative than clinical. The study also highlights the lack of conceptual sophistication in
direct care supervisors in which a highly interpersonal, human relations type supervision is
mistaken for clinical supervision.
Clinical supervision is considered the outcome of a series of interacting parts, and a
complex concept based upon both content and approach. The study concludes by describing a
method for the design of clinical supervisory systems, based on generic principles identified in
the literature but built around the specific needs of individual organizations.
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CHAPTER 1
PROBLEM STATEMENT
Like any industry, human services shares common features with other industries as well
as having a distinct identity of its own. This duality is exemplified in the practice of supervision,
which fills the generic management needs faced by all formal work organizations as well as the
special needs of the human services organization.
The sections that follow first identify the unique nature of the human service setting, and
then reflect upon the special problems that face the implementation of supervision in this industry.

Supervision in the Human Services
Supervision basically fills the same function in all industrial settings, that of fulfilling
organizational goals through the management of employees.

In the literature of the human

services, supervision has always held a special place and is considered central to the provision
of quality services. Nevertheless, practical experience with supervision in the human services
setting provides an alternative view of its role. Such experience shows that neither the quality
nor type of supervision actually provided meets or approximates the standards set by the
literature.
In general, the nature and impact of supervisory work is confusing and poorly understood
(Dubin, Homans, Mann, & Miller, 1965; Patten, 1968; Thurley & Wirdenius, 1973; Wolfe,
1983), and supervision in the human services offers no exception (Bernard, 1979; Bunker &
Wjinberg, 1988). Thurley and Wirdenius describe "supervision" as a term with many meanings,
suggesting that it is not possible to provide a single definition that will fit all industries and all
situations. In a similar vein, Kadushin (1985) observes that no single theory of supervision is
available within the human services, and neither is such a theory likely.
Supervision can be considered a system of interacting supervisory roles involving the
production goals of the organization and derived from the specific circumstances that characterize
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■ a particular work situation (Thurley & Wirdenius, 1973; Bunker & Wjinberg, 1988). One of the
special features of the human service industry lies in its production goals, and another in its use
of a fundamentally human technology in order to achieve them.

Perrow (1967) describes

technology as the actions performed by an individual upon an object "in order to make some
change in that object" (p. 195), and he characterizes people as the "raw materials" in certain
types of organizations.

These he describes as "people processing" or "people changing"

organizations, a terminology used by Hasenfeld (1972), Hage and Aiken (1969), Vinter (1963)
and others to describe the human service organization. Simplistically speaking, the production
goals of these organizations are largely met through the process of individually or collectively
processing or changing people/clients (Sarri & Hasenfeld, 1978).
Prime emphasis is placed upon the interpersonal and other communication skills found
in organizational employees, and products are defined in terms of services rendered to individual
clients, groups of clients, or the community at large and often involve personal or social change.
In this environment the chief means through which quality is assured lies in the clinical expertise
of the staff who deliver the services.

Two Types of Supervision
Where general management literature primarily stresses the administrative character of
the supervisory process, human services literature recognizes two kinds of supervision and
identifies these as administrative and clinical.

In the first case, the material describing

administrative supervision is virtually indistinguishable from that found in the general supervisory
literature: organizational requirements for supervision are treated as generic rather than unique,
and one model fits all. But the rich tradition of human services literature emphasizes the unique
nature of the work and identifies clinical supervision as the supervisory form of choice.
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Table 1 contrasts the two types of supervision.

Where administrative supervision

emphasizes traditional management goals and methods, its clinical counterpart is aimed at the
continual professional development of both staff and the services they provide.

Table 1. Contrasting types of human services supervision.

TYPE OF
SUPERVISION

PRIMARY
EMPHASIS

FUNCTION

GOALS

ADMINISTRATIVE

• Task achieve¬
ment and pro¬
ductivity
• Directing and
monitoring work
• Development of
basic standards
for staff skill
and personal
development

Ensure that
staff behavior
complies with
organizational
norms and
expectations

• Staff compli¬
ance
• Organizational
legitimacy
• Cost effective¬
ness
• Avoidance of
malpractice
• Etc

•
•
•
•
•
•

CLINICAL

• Relationship
building
• Independent
staff and the
delegation of
work
• Continual staff
skill and per¬
sonal develop¬
ment

Ensure the
development
of skilled staff

• Educate staff
• Support staff
• Autonomous
staff
• Quality servic¬
es
• Etc.

•
•
•
•

ACTIVITIES

Monitoring
Coordination
Documenting
Planning
Staffing
Developing poli¬
cies and procedu¬
res
• Routinizing tasks

Training
Staff Development
Staff Conferences
Case Analysis and
Interpretation
• Observation
• Relationship Build¬
ing

However, supervisory literature that stresses the enactment of clinical over administrative
supervision fails to take into account the nature of the human services work environment. In this
setting administrative tasks represent the bulk of the supervisor’s work, and the provision of
clinical supervision is the exception rather than the norm (Kadushin, 1985: Patti, 1983). Brannon
(1982) reports that, due to the heavy volume of administrative duties, human services supervision
is little more than reporting and crisis management with little attention paid to the tasks of staff
skill development and growth that are the cornerstones of the clinical process.
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The Provision of Clinical Supervision
Although direct care staff may be professionally trained, most are semi-skilled
paraprofessionals or minimally skilled individuals trained entirely on the job. Given these
conditions, there may be an organizational preference for supervisors who have direct care
experience rather than formal education (Patti & Rauch, 1978). Many supervisors have risen
through the direct care ranks (Patti, 1983) and are themselves frequently non-professional,
semiskilled, or largely untrained individuals. For these supervisors, clinical supervision may be
an idea with which they are simply unfamiliar or that may seem to fall completely outside of the
realm of their daily work, namely that of managing and controlling the work of their supervisees.
However, even in the supervision of professional direct care staff, the provision of
clinical supervision is an inconsistent and uncommon practice. Here too, supervisors frequently
rise through the professional ranks and, due to their own lack of training as clinical supervisors,
are often unable to adequately define or articulate the elements, methods, and goals of the
supervisory process. Under these circumstances, clinical supervision is replaced by an often
unstructured and loosely defined supervisory meeting that fails to provide either the developmen¬
tal or educational elements fundamental to the principles of clinical supervision.

General Background to the Problem
Clinical supervision is the much espoused supervisory form of choice in the human
service setting. This section will review the nature of supervision in the non-routine environment
of the human service industry, further distinctions between administrative and clinical supervision,
and problems with the actual implementation of clinical supervision in human service
organizations.
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The, Place of Supervision in the Human Services
In any of its forms, supervision is a facet of organizational management and has been
since the inception of the managed work place.

The supervised shop reflected the changing

conditions of labor at the turn of the 19th century, at which time the craft skills of work were
gradually replaced through industrial technology. The creation of the supervisor function was
part of the deskilling of the labor force during which workers lost control over their work
(Braverman, 1974; Parker, Kleemeier, & Parker, 1969), and the role of the supervisor came to
represent the managerial presence at the point of production (Watson, 1980). Indeed, to this day,
the supervisory role can still be accurately portrayed as a management effort to influence,
maintain, and improve worker productivity at the point where physical (i.e., non-management)
work takes place (Wolfe, 1983).
Supervision is considered a requirement in the contemporary work environment, and has
been a constant feature in the practice of social work, well-documented since the earliest days of
the field. Kadushin (1985) considers the objectives of social work supervision to be both short
and long term and he identifies administrative, educational, and supportive elements of such
supervision. He asserts that the primary goal of administrative supervision is that of ensuring
staff adherence to organizational policies and procedures, where the primary goal in its
educational counterpart is that of reducing worker inexperience and upgrading skills.

In

supportive supervision, the primary goal is to improve worker morale and increase job
satisfaction. As defined here, the practice of clinical supervision subsumes both the educational
and support functions of supervision described by Kadushin.
No less than their clinical peers, writers on the management of the human services
organization describe the critical importance of supervision in the human service setting.
However, these authors typically limit their discussions to the enactment of administrative
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supervision, addressed in the generic language of contemporary management theory.1
Alternatively, the clinical literature of the field generally presents clinical supervision as a critical
element in the delivery of quality client services.

Loganbill, Henry, and Del worth (1982), for

instance, assert that clinical supervision is a central activity in the human services.
Yet the value and meaning of clinical supervision is largely missed by the supervisors of
direct care staff who fail to use its principles and methods in the actual supervisory process.

Uses of Administrative and Clinical Supervision
Although there are many similarities between the human services and other organizational
work environments, there are distinguishing differences also. These are most easily recognized
through the often abstract client-based goals of the human service industry and the human
technology employed in meeting these goals.
Thompson and Bates (1957) describe organizational technology along three dimensions:
the abstractness of the organizational goal, the adaptability of the technology, and the
professionalization (where low professionalization is equivalent to high mechanization). They
conclude that if the technology is lodged in human rather than non-human resources, thus having
a low ratio of mechanization, "the coordination and integration of human activities will be a
major administrative concern" (p. 341).
Figures 1 (page 7) and 2 (page 8) provide a framework by which to contrast the actual
use of administrative and clinical supervision. Based on Perrow’s technological typology for the
comparison of organizations (1967; Hage & Aiken, 1969), both figures are structured along two
intersecting continua. One continuum measures the familiarity and complexity of problems faced
by staff and the likelihood of enacting a "programmed" search sequence in order to arrive at a
solution (March & Simon, 1958). This continuum runs from problems that are routine to those

*See, for instance, Austin (1981); Gamer (1989); Graham and Hays (1986); Lyles and Joiner (1986);
md Steiner (1977).
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that are non-routine. The second dimension identifies the nature of work situations faced by staff
as analyzable or unanalyzable and the nature of the required respondent staff skills as either welldefined or intuitive.
Figure 1 illustrates four work environment combinations.

The human service

environment, although itself not invariant, may be most appropriately placed in the upper right
quadrant as a craft/non-routine work environment. In this quadrant, the use of human technology
is prime.
TYPE OF SKILLS REQUIRED FOR PROBLEM SOLVING

Craft Skills
(few techniques available for analysis)
CRAFT/ROUTINE

CRAFT/NON-ROUTINE

FAMILIARITY OF
PROBLEMS

Example:
Specialty Glass

Routine Problems
(Few exceptional Cases) TECHNICAL/ROUTINE

Example:
Human Services
TECHNICAL/NON-ROUTINE

Example:
Steel Mill

Non-Routine Problems
(Many exceptional cases)

Example:
Engineering

Technical Skills
(many techniques available for analysis)

Figure 1. The place of the human services organization: Example work environments created
by Perrow’s (1967) intersecting continua.

Figure 2 (page 8) depicts a sample of clinical and administrative tasks found in the human
services environment. This model depicts administrative supervision as the suitable choice in the
case of routine tasks that require technical skills. But clinical supervision is the supervisory form
most appropriate in the event of non-routine problems that require a high level of artisanship.
This is often the environment faced by human services staff in the course of their daily work.
Under these work conditions, it is largely the intuitive, interpretive, and interpersonal skills of
staff that are capable of addressing the problem at hand and/or producing the desired goal.
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This model helps to distinguish between the two forms of human services supervision,
and also illustrates the important role of clinical supervision in the staff-client, or clinical, domain
of human services work.

NATURE OF STAFF SKILLS
. CRAFT SKILLS
. Therapy/Counseling
. Evaluation
. Treatment Planning

CLINICAL
SUPERVISION
(craft/non-routine)

FAMILIARITY OF :
PROBLEMS
ROUTINE PROBLEMS:
. Scheduling
. Paperwork
. Daily
Procedures

ADMINISTRATIVE
SUPERVISION
(routine/technical)

NON-ROUTINE PROBLEMS
. Crisis Intervention
. Emergency Services
. Spot Judgements

TECHNICAL SKILLS
. Billing
. Report Writing
. Implementing Treatment

Figure 2. Administrative and clinical supervision in the human service organization, along
Per row’s intersecting continua (adapted from Per row, 1967).
Statement of the Problem
Supervisors are engaged in the traditionally described tasks of planning, organizing,
staffing, coordinating, reporting, and budgeting — the "classic" principles of organizational work
still largely utilized today as the basis for describing managerial work (Carroll & Gillen, 1987;
Stewart, 1976). In practice, leadership has repeatedly been associated with the management role
(Barnard, 1968; Bass, 1985; Berlew, 1984; Behling & Rauch, 1985; Hall & Donnell, 1979;
Koontz, O’Donnell, & Weihrich, 1984; Phillips & Kennedy, 1984; Smith & Peterson, 1988;
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Tannenbaum & Schmidt, 1983) and is perhaps the most extensively researched facet of
management, the subject of formal analysis since the early part of the century (Stogdill, 1974).
Contemporary literature attributes to the effective leader a combination of many skills and
talents.

These include generating new visions, providing inspiration, modeling desirable

behaviors, planning goals, establishing communication, coordinating effort, and directing activity
(Bass, 1985; Bennis, 1984, 1989; Koontz et al., 1984; Kotter, 1988; Lassey & Sashkin, 1983;
Snyder, 1986). In short, the effective supervisor possesses a combination of both human relations
and administrative skills, coupled with the ability to create meaning and provide a strategic
direction for work.
Over and over, management literature describes supervision as an essential factor in the
production of work and in the development of worker morale and job satisfaction. The specific
literature of the human services depicts supervision as a critical function in that work domain
also. That literature tells us that a clinical form of supervision is called for in the management
of the non-routine, craft environment.
The contention here is that a problem exists because the principles and techniques of
clinical supervision are not widely used in the supervision of human services direct care staff.

The Problem-Defined
Despite the prevailing theme of the clinical literature and the requirements of a human
technology for an interactive supervision, administrative, and not clinical, supervision remains
the norm in the human services organization. Either the literature is incorrect or the human
service environment lacks the form of supervision most required by its unique production goals.
This problem exists, in part, because supervisors are generally untrained in the ideas and
practices of clinical supervision (Brannon, 1982; Hart, 1982; Loganbill, Henry, & Delworth,
1982).

Supervisors often have no real grasp of what clinical supervision entails, do not
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understand either the elements of clinical supervision or the competencies required of clinical
supervisors, and are generally unfamiliar with any structure by which to enact the process.
Additionally, materials that describe clinical supervision often fail to acknowledge the
barriers that obstruct its use in the actual working environment.

An illustration from a

neighboring discipline appropriately describes this condition: the literature describing the clinical
supervision of teachers seems completely oblivious to the fact that the vast majority of teachers
rarely, if ever, receive any kind of supervision once certified (Glatthom, 1984).

Similarly,

supervisory literature treats the human services environment as though it were conducive to the
practice of clinical supervision without taking into account the actual environment experienced
by the working supervisor.
The assertion here is that the human services environment is not conducive to the practice
of clinical supervision, that clinical supervision is not in frequent use, and that multiple barriers
exist to obstruct its application.

Summary of the Problem
The research questions of this study focus on the actual practice of clinical supervision
in the human services organization in contrast to the use of administrative supervision, and the
factors that foster one form of supervision and restrain the other. Restated, how frequently is
clinical supervision practiced in the supervision of direct care staff, and what barriers exist to
impede its use?

Significance of Study
This section addresses the importance of matching espoused theory and theory-in-use in
order to develop a direct care work force capable of fulfilling the collective tasks and goals of
the human service industry. Only through an assessment of supervision in practice will we be
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able to identify problems in theory, training, and application and thus produce findings of
importance to academicians, instructors, administrators, and practitioners alike.

Espoused Theory and Theorv-In-Use
The general absence of clinical supervision in the human service environment represents
a serious departure from the literature that theorizes upon and guides the work at hand.

It

negates the relevance of theoretical models, suggesting that they are unnecessary and unrealistic
in the light of actual practice. This deviation from theory allows the practice of human services
work to be shaped by the bureaucratic needs of administrative supervision, rather than by the
client-based foundation of clinical practice.
Argyris and Schon (1974) raise several questions about professional education relevant
to this study. They assert that the professions are intended to meet vital social needs, but ask
whom they really serve. They question the competency of practitioners, noting the criticism that
professional education fails to help students acquire the skills essential to competent practice in
the field. And they ask whether the body of knowledge accrued by the profession influences
practitioners.

They comment that, in actual practice, professionals often treat learning as a

private, unexpressed, and fleeting experience rather than a shared process that draws from a
cumulative pool of scientific experience.
In addition, Argyris and Schon (1974) describe the second-order techniques of a
profession as the means by which an artificial practice environment is created. As described by
them, this environment exemplifies a scientific management and bureaucratic approach to practice
that seeks to instill both the routine and the technical to the greatest degree possible. Secondorder techniques create "a behavioral world in which first-order techniques2 may be made to
work predictably; in this sense, second-order techniques make self-fulfilling prophecies of the
applied theories of the professions” (Argyris & Schon, p. 151).

2The "arts and skills" that make up professional practice.
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The discrepancy between espoused theories andtheories-in-use, or what ought to be and
what is, corresponds to the gap between clinical supervision in the literature and in practice. In
the first instance (espoused theory), we have a supervisory form that addresses both practitioner
education and the non-routine/craft environment of the human services. In the second (theory-inuse), we have supervision that focuses on the second-order level of the profession without
addressing issues crucial to the production of quality services, or the practice of first-order
techniques.
Based on Argyris and Schon’s (1974) categories of service to whom, professional
competence, use of pooled knowledge, and characteristics of the second-order environment, table
2 contrasts the espoused theory of clinical supervision against the actual use of administrative
supervision.

Table 2. Theories of human service supervision: Espoused theory and theory-in-use (based on
Argyris and Schon, 1974).

CATEGORIES

ESPOUSED/IDEAL

THEORY-IN USE/ACTUAL

BASIS OF SERVICES

Client-based

Administrative-based

NATURE OF PROFESSIONAL EXPERTISE

Clinically competent

Procedurally competent

MODE OF LEARNING

Shared process involv¬
ing contributing to and
drawing from articulat¬
ed base of professional
knowledge

Private, fleeting, and
unarticulated process

FIRST-ORDER ENVIRONMENT

Clinical skills

SECOND-ORDER ENVIRONMENT

-

—

Administrative skills

The Importance of Supervision in the Human Services
The supervisory process provides an important link in the direction, management, and
development of the direct care staff whose skills constitute the primary human services
technology.

Without the assurance of quality work at the direct care level, human service

agencies face licensing problems, high staff turnover, consumer complaints, and/or difficulties
with funding sources who themselves may be held accountable for the inadequate delivery of
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specific services. In order to improve the quality of this supervision, we must re-design the
structure of the human service organization so that it encourages and maintains the clinical form
of supervision, along with its administrative counterpart. To do this, we must first recognize the
nature of the barriers that exclude the clinical model, allowing it to be replaced almost entirely
with a personnel management model of supervision that is focused primarily on short-term needs
and problems.
The problem can be conceptualized as a direct care work force trained only to cope with
short-term client behavior management problems and issues more relevant to social control than
social change.

The consequences of allowing this problem to remain unaddressed include

continued emphasis on short-term crisis management rather than long-term change, and the
extension of a direct care work force that meets only minimal standards for competent and
professional practice.

Reducing the scope of the problem is important because our work as

human service professionals now fails to address the larger needs of the community around
mental health, social welfare, educational, and other human needs and fails to provide solutions
that are both effective and efficient in the long run.

Summary of Significance
This case study provides a foundation for the development of supervisory training models
that focus on clinical supervision, as well as research that weighs the administrative tasks of
supervision against the clinical and considers which contributes more to the effective human
service organization. In so doing, the study suggests methods for the re-design of existing human
service organizations and new organizational designs that incorporate clinical supervision.
Figure 3 presents a diagrammatic overview of this study’s significance, from the initial
case study to its potential impact on the competence of direct care staff.
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Figure 3. An overview of the study’s significance to the improvement of supervisory training
and practice, organizational design, and staff competence.
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Definition of Terms
Definitions of three terms used extensively throughout this thesis are required at this
point. The use of the phrase "human service organization" is elaborated upon in some detail
here, and is not further discussed at any later point. Similarly, the use of the modifier "direct
care" is described only in this section. However, the phrase "clinical supervision," described
briefly at this time, is explored and developed in much greater detail in Chapter 2.
Human Service Organization
In this study the term "human service organization" is used only to refer to agencies and
programs usually thought of as providing social services.

Indeed, the "human services"

designation is synonymous with "social services" and is most typically the contemporary
substitution, coming into general use when the U.S. Department of Health and Human Services
replaced the Department of Health, Education, and Welfare in 1979. Barker (1987) comments
that application of the newer term reflects the inclusion of non-social work professionals in an
expanding social services environment.
However, the term "human services" is broad and some use it as an all-inclusive category
that contains educational programs, health services, and many other organizations that also serve
human needs (Baker, f974; Biddle, 1964). Some go so far as to use the rubric to include court
probation, police departments, employment agencies, and other institutions that serve social needs
of any kind (Hasenfeld & English, 1974; Kouzes & Mico, 1979); Singh, House, and Tucker
(1986) quite simply define social service organizations as those organizations that operate on a
non-profit basis, governed by a Board of Directors, and concerned with "changing, constraining,
and/or supporting human behavior" (p. 593).
However, although the term may be used generically to describe all people processing
or people changing organizations, it is both more practical and more manageable to think of
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different organizational types in terms of their industrial affiliations. Thus, we have health,
educational, correctional, law enforcement, etc. organizations and human service organizations
as separate entities that can usually be easily distinguished from one another.
This will not be the case in all instances, however. There are clearly organizations that
do not conveniently fall into pigeonholes, and conditions exist where the boundaries between
industrial types are fuzzy. For instance, residential and alternative day schools for troubled
youths overlap with both educational and human service programs, for instance.

Juvenile

correctional programs provide another example of a crossover between two organizational types.
However, I refer to the Standard Industrial Classification Manual (SIC) of the U.S. Executive
Office of Management and Budget (1987) and the modified version prepared by Dun and
Bradstreet (1988) to help resolve the issue.
SIC provides a classification system that exhaustively categorizes existing organizations
into a hierarchical typology of discrete industrial types. Where it incorporates health, education,
welfare, and other people serving programs under the more general category of "services"
(including hotels, gas stations, etc.), those organizations to which I designate the term "human
services" are classified by SIC under the discrete category of "social services."

Direct Care; Staff and Supervisors
By direct care staff, I refer to the employees who actually deliver the services offered by
human service organizations through their immediate contact with agency clients. These staff
may be skilled professionals, semi-skilled paraprofessionals, or staff trained on the job but
otherwise unskilled.
The designation of direct care supervisor is reserved for that level of organizational
supervisors who provide direct supervision for this level of employee. By using this terminology,
the problem of identifying the supervisor’s rank in the management hierarchy is avoided. These
supervisors can be identified strictly by their direct supervisory relationship with direct care staff,
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regardless of their status as a first or second level supervisor, etc. or the skill level of those staff
they supervise.

ClinicaL Work and Supervision
The term "clinical supervision" in the human services is derived from the concepts of
Morris Cogan (1976). Cogan used the term to describe his concept of teacher supervision in the
educational setting, and many others in that field have further developed his ideas. In the human
services literature, the term often translates into "educational" or "developmental" supervision and
is usually discussed in relation to the work of psychologists, social workers, and other counseling
professionals. However, little is written about the clinical work and supervision of para- or nonprofessional staff in the human services, although these groups constitute by far the majority of
the direct care staff. It is as though the expression "clinical" is reserved only for the work of
mental health professionals upon whom the title "clinician" is conferred.
In fact, most staff who work in the direct care capacity in human service organizations
are engaged in the clinical process. In this study, the term is used to denote the work of direct
care staff in their interactions with agency clients. The focus and heart of the clinical process
is the staff-client interaction that guides all treatment and subsequent work. Clinical supervision
is directed towards understanding and improving the quality of the clinical work that is occurring
at the staff-client level, regardless of the status of the direct care worker as professional or other.

Related Propositions
This section identifies the theoretical assumptions upon which propositions related to the
problem statement are built. It asserts that multiple obstacles exist that create an environment in
which administrative and not clinical supervision is the norm, and that a basic incongruence exists
between the espoused theory of human service organizations and the actual practice of
supervision.
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Seven related propositions are subsequently presented to both explain structural problems
in the practice of clinical supervision and predict organizational contexts most conducive to its
practice.

Theoretical Basis of Propositions
This study was designed to show that administrative supervision is the norm in the human
service organization, and that there are multiple reasons why clinical supervision is not in
common practice. The study was also expected to show that the volume of administrative tasks,
lack of professional preparation as a clinician, or lack of training in clinical supervision as
individual phenomena are not in themselves sole causes for the lack of clinical supervision.
Rather, the common supervisory practice of employing administrative over clinical
supervision is structural and embedded in the organizational design. Efforts to introduce clinical
supervision as a norm will require interventions at multiple points in the structure of the
organization, rather than at single points such as those described. This point is illustrated by
Nadler and Tushman’s (1980a, 1980b) congruence model, which explains organizational
performance as the outcome of interacting patterns of organizational behavior. They conceive
of the organization as a system composed of four primary elements, and performance as a
product of the fit between these components. They describe the components as organizational
task, organizational members (staff), formal organizational arrangements, and the informal
organization. Their model of organizational behavior places great emphasis on the transformation
process of the production cycle, during which organizational inputs are converted into
performance goals and congruence among the four components is most critical. Table 3 (page
19) describes each component further as well their relevance to this study.
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Table 3. The four components of the congruence model, and their relationship to this study’s
targets for analysis (based on Nadler & Tushman, 1980a, 1980b).

COMPONENT

DESCRIPTION

TARGET FOR ANALYSIS IN THIS STUDY

ORGANIZATIONAL
TASK

The basic or inherent work done by
the organization and its sub-units

The provision of supervisory services that
ensure the delivery of quality services to
the human service organization’s clientele

ORGANIZATIONAL
MEMBERS

The individuals who perform organi¬
zational tasks

Supervisors of direct care staff

FORMAL ORGANI¬
ZATIONAL AR¬
RANGEMENTS

Structures, processes, procedures,
etc., that are designed to ensure
effective staff performance and the
achievement of organizational goals

The stated arrangements, expectations,
methods, procedures, etc. for supervision
provided by the organization

INFORMAL ORGA¬
NIZATION

Implicit organizational arrangements
and beliefs that emerge over time to
provide supplemental or alternative
work structures and influence rela¬
tionships between individuals and
work groups

The expectations and arrangements for
supervision defined by the individuals
actually engaged in the supervisory pro¬
cess

The contention that multiple structural deficits are the cause of supervisory problems
within the human service organization suggests a problem of congruence. With respect to the
lack of clinical supervisory practice, stated theory is incongruent with actual practice (not
surprisingly, according to Argyris and Schon (1974), who suggest that this is precisely the reason
professional practice and education are in need of reform). It also suggests a poor fit between
organizational components. Only by matching the four components, both to one another and the
mandates of the supervisory literature, can stated theory and actual practice be integrated.
Figure 4 diagrams this process (page 20).
Given the nature of the extant theory, clinical supervision is a requirement in providing
effective clinical services. It is therefore implicitly an organizational task, whether stated as such
or not. But the emphasis of the formal organization, the supervisory body as a whole, and the
informal culture of the organization is almost entirely upon the provision of administrative
supervision.
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CLINICAL
LITERATURE

ORGANIZATIONAL TASK
Provision of clinical supervision

ORGANIZATIONAL MEMBERS
Individual supervisors have relevant skills
Individual supervisors have relevant perceptions

ACTUAL PRACTICE
INCONGRUENT
WITH STATED
THEORY
Clinical
Supervision
not practiced

FORMAL ORGANIZATIONAL ARRANGEMENTS
Supervisory standards are defined
Supervisory practices are reviewed
Supervisory training is ensured

Clinical
Supervision
practiced

A
INFORMAL ORGANIZATION
Supervision methods comply with formal
organizational expectations
Supervisor attitudes match formal expectations

ACTUAL PRACTICE
CONGRUENT

WITH STATED
THEORY

Management attitudes reflect formal
organizational expectations
Direct care staff appear to value supervision

FEEDBACK

Figure 4. The fit between organizational components and espoused theory.

Assertions of how one should behave under given conditions, such as those found in the
literature, constitute a theory of action. In turn, a set of interrelated theories of action form a
theory of practice intended to yield specific consequences and enhance effectiveness in the field.
But interventions in the material world are actually governed by a theory-in-use, and not the
espoused theory of practice that itself may be quite incompatible with actual behavior (Argyris
and Schon, 1974).
The primary hypothesis of this study is that, despite espoused theory, clinical supervision
is not a large part of the theory-in-use. It does not typically take place within human service
organizations because the structural arrangements of the organization do not require, encourage,
or maintain it.
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Propositions
A number of individual propositions were derived from this theory, each of which were
examined within the study. Where propositions 2 and 3 have been addressed by others, the
remaining propositions have not been enumerated upon by other researchers and have been
developed specifically for this study. Taken together, I believe that these propositions provide
an aggregate condition, not considered by other researchers, that both describes and explains the
state of clinical supervisory practice.
1.

Supervisors of direct care staff are often untrained in clinical concepts. Most
supervisors are unfamiliar with the clinical perspective and cannot elaborate upon
the relevance of that perspective in client direct care work.

2.

Supervisors have received little to no training in clinical supervision, whether
clinically trained or not. They are unable to describe the purpose of clinical
supervision and are unfamiliar with methods for engaging in its practice.

3.

Supervisors perceive the preponderance of supervisory tasks to be administrative
in nature. They consider the majority of their supervisory chores to focus about
staff and program management, rather than the development of staff skills and
the improvement of client services.

4.

Formal organizational expectations for supervisory practice are minimal, and do
not identify clinical supervision as the preferred form.

Senior management

provides few, if any, guidelines for the implementation of supervision. Where
policies do exist, they focus on the administrative or general nature of supervi¬
sion.
5.

Resources are not available within the organization to assist in the development
of clinical supervision skills.

Most supervisors receive little training as

supervisors, which is irregular at best or not required by the organization.
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Where training is available or required, it focuses on the generic management
functions of practice.
6.

Human service programs perceived by management as clinical in nature are more
likely to advocate clinical supervision for their direct care staff.

7.

Clinical supervision is considered unnecessary for most direct care staff. Direct
care staff who hold clinical job titles are more likely to be perceived in need of
clinical supervision than the majority of the direct care staff who are not
professionally trained.

Summary
Administrative and not clinical supervision is the norm in the human service setting for
multiple reasons. According to a congruence model, such flaws are structural in nature and the
result of an essential imbalance between organizational elements, the outcome of which is
supervisory practice incompatible with stated supervisory theory.

Essentially, the structural

arrangements found in most human service organizations simply do not provide favorable
conditions or support for the enactment of clinical supervision.
Seven propositions are presented that predict the state of supervisory training found in
the human service setting, the focus of the human services supervisor, the level of support
available for the practice of clinical supervision within the organization, and organizational
conditions most beneficial for clinical supervisory practice.
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CHAPTER 2
LITERATURE REVIEW

This chapter will examine principles believed basic to the provision of clinical supervision
across related fields within the human services. The review will initially examine the nature of
the "clinical" concept, and will build upon this by describing the role of clinical supervision in
the organizational context. Following this, a model of clinical supervision will be presented that
integrates work cited in the review and provides a framework for future supervisory research and
training.

The Supervisory Jungle; A Proliferation of Ideas
Although supervision is liberally described in the literature of the helping professions, no
single definition or theory exists by which to describe its meaning, methods, or purpose uniformly
(Kadushin, 1985; Middleman & Rhodes; Munson, 1983). Paraphrasing Koontz (1964), we find
a "supervisory jungle" out there, instead of a coherent and succinct body of knowledge. Ellis
(1991) comments that the proliferation of research in supervision is largely haphazard and
methodologically flawed, and Tracey (1983) writes that current research lacks applicability for
both the clinical worker and the supervisor. Indeed, Borders (1989) asserts that a decade of
theoretical research has contributed little to the actual implementation and conduct of supervision
and suggests a moratorium on new supervisory models.
Although perhaps most closely allied and identified with social work practice (Scott,
1969; Frey & Edinburg, 1983; Middleman & Rhodes, 1985; Waldfogel, 1983), the principles and
ideas of clinical supervision are not unique to any single field within the human services. Over
and over and across all disciplines, clinical supervision is cited as crucial to and at the heart of
service provision (Berg & Stone, 1980; Costa & Garmston, 1985; Fant & Ross, 1979; Fox, 1989;
Frey & Edinburg, 1983; Handley, 1982; Heppner & Roehlke, 1984; Holahan & Galassi, 1986;
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Holloway & Hosford, 1983; Loganbill, Hardy, & Delworth, 1982; McCarthy, DeBell, Kanuha,
& McLeod, 1988; Munson, 1979c; Norman, 1987; Russell, Crimmings, & Lent, 1984; Shalit,
1990; Serok & Urda, 1987). Harkness and Hensley (1991) suggest that effective supervision may
improve the quality of direct client services offered by agencies and serves as a tool to improve
the skills of practicing clinicians. Put plainly, the belief that clinical supervision will positively
affect professional skills is basic (Heppner & Handley, 1981).
This review will explore concepts and elements common to popular theories of clinical
supervision across the related fields of social work, clinical psychology, and counseling
psychology with a secondary emphasis on the supervisory literature of the teaching profession.
Indeed, the very term "clinical supervision" emerged from that profession, coined by Morris
Cogan in the 1950’s to describe a process for the supervision of student teachers in Harvard
University’s Master of Arts in Teaching program (Mosher & Purpel, 1972; Sullivan, 1980;
Tanner & Tanner, 1987). Known also as educational, supportive, or counseling supervision, the
"clinical" prefix is that most often used to describe this special form of supervision, and
encapsulates or is the equivalent of these other supervisory terms (which are often more closely
related to a particular field of human service practice). From this review, I will synthesize a
model that provides definition, purpose, and structure to the practice of supervision.
However, since the "clinical" concept is central to understanding its role in supervision,
a brief analysis of its use in the literature will precede any further review of supervisory theory.

The Nature of Clinical Work
Biddle (1964) uses the expression "connotative bloating" to characterize the process by
which numerous descriptions are ascribed to psychological concepts, and by which potentially
useful terms have lost nearly all significance. Terms subject to such expansion evolve to suggest
a range of interests or general concerns rather than denoting a specific idea.
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Such a process has been applied to the term "clinical," which now has no obvious or
concise meaning. It is a term subject to interpretation, posing a complicated definitional problem
recognized by both Meyer (1983) and Ewalt (1979). Ewalt writes that without "a consensual
definition of clinical . . . practice, adequate education for practice cannot occur" (p. 87). Yet
many human services writers use the term casually, presenting vague definitions of the concept
with little elaboration, and clinical skills are often equated with specific aspects of the therapeutic
process (Middleman & Rhodes, 1985), or with the entire process itself (Hart, 1982).
Once known as psychiatric social work, clinical social work grew out of the need to draw
from and identify with the other helping professions (Frank, 1979).

In 1978, the National

Association of Social Workers attempted to provide a basis for clinical practice in that profession,
in which the "person-in-situation" perspective was declared the basis of all clinical work (Cohen,
1979). However, the resultant definition continued to be vague and broad. Representing an
"amalgam of theoretical approaches" (Lurie, 1979), the use of the term became generalist and
now encompasses assessment and prevention approaches into psychosocial problems that include
both intra-psychic and environmental factors (Russell, 1990; Strean, 1978).
Cohen (1979) acknowledged that the task force on clinical social work practice intended
the definition to lack specificity, addressing practice in terms of individual assessment rather than
methods for intervention. Still declaring the in-situ perspective the basis of clinical work, the
Clinical Social Work Practice Provisional Council of the NASW more recently defined clinical
social work as:
the professional application of . . . theory and methods to the treatment and
prevention of psychosocial dysfunction, disability, or impairment, including
emotional and mental disorders .... and includes interventions directed to
interpersonal interactions, intrapsychic dynamics, life support and management
issues. (NASW, 1984, p. 12)
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Munson (1983) professionalizes the definition by insisting that social work is only clinical
when provided by the "organized efforts by graduates of accredited schools of social work" (p.
3). Otherwise, the definition remains virtually untouched.
But the definition is so broad as to define virtually all social work practice as clinical.
For instance, Walz and Groze (1991) describe the "clinical episode" as one in which the client
presents a problem and the clinician cooperates in its resolution (p. 503). Consequently, we
continue to have no specific definition of "clinical" work in that profession. Indeed, Billups and
Julia (1987) have observed that the title of clinician has become increasingly more common in
social work, with the profession becoming far more generalist in its orientation; in the decade
1975-85, graduate social work students describing their primary field as clinical rose from 16.5
to 52.1 percent (Walz & Groze, 1991).
The term is vague in other professional disciplines also. Hadley (1958) provides some
history of the term as used in psychology, dating back to 1925, but essentially fails to provide
a meaningful definition of the use of the term "clinical;" in fact, he concludes that "there is no
basic difference between the training or objectives of clinical (or) counseling psychology" (p.
620).
In the educational setting, although not used synonymously with the profession itself (as
in "clinical" psychology or "clinical" social work), the term has an equally broad meaning.
Cogan (1976) and Goldhammer (1969) describe the nature of clinical work as face-to-face and
direct, involving real-life encounters with clients. It does not include work in a school office or
social services office, where client paperwork is processed and assessed and assistance rendered.
The clinical act includes only those situations in which the clinician goes out into the environment
to assess the situation and/or provide assistance in person.
Within the human services, then, the term in used loosely and seems to cover virtually
all aspects of the work of actually helping clients.
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However, the word does have a special

meaning but it seems that it must be "teased" out in order to distinguish the principles behind
clinical supervision. Table 4 provides a synthesis of the clinical perspective, described in detail
below.

Table 4. The clinical perspective in human services.

PURPOSE OF CLINICAL WORK

Rendering assistance to client/client system

FOCUS OF PROBLEM

Mental health and pathology

LOCATION OF WORK

Field (face-to-face contact in client environment)

ESSENTIAL NATURE OF CLINICAL WORK

Participative

METHOD OF PARTICIPATION

Observational

LEVEL OF PARTICIPATION

Detached

TASKS OF CLINICAL WORK

Assessment
Diagnosis
Prognosis
Intervention
Treatment

REQUIRED CLINICAL SKILLS

Interpretive
Strategic

TYPE OF DATA

Non-quantitative

SOURCE OF DATA

Client or client environment

METHOD FOR DATA COLLECTION

Direct contact and observation

RESEARCH METHOD

Qualitative enquiry (ethnography/phenomenological)

The Clinical Perspective
The clinic concept relates to pathology and health, and is derived from the Greek
"klinikos," pertaining to the (sick)bed. In the medical field, clinical work takes place at the
bedside, or face-to-face with the patient, and clinical teaching involves the examination and
treatment of patients in the direct presence of the student. The clinical method, then, is one of
direct observation and treatment, distinguished from classroom, laboratory, or experimental work
removed from the site of the problem in hand. The derived word "clinical" also refers to a
scientific detachment and this reflects the professional "distance" of the clinician, despite close
physical proximity.
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Edgar Schein (1987) places clinical work at the heart of the helping professions. He
writes that the face-to-face clinical experience provides the basis for all professional work:
What was in our journals might spark theoretical insights, might confirm what we
learned "in the field," and might occasionally enrich our teaching, but did not
serve as the basic data we relied on. Clearly what we trusted and believed in as
what "really goes on" ... in organizations came from our practical experience
. . . where we were functioning as helpers and consultants, where we were, in
effect, operating as clinicians .... (p. 13)

Paraphrasing Schein (1987, p.68), the clinical perspective can be briefly summarized with the
following points:

•
•
•
•
•
•
•
•
•

the interaction is client and problem centered
the interaction is oriented toward pathology and health
data comes from client needs and perspectives
data involves matters that must be kept confidential
hypotheses are validated through predicting responses to interventions
data are analyzed in case conferences, through sharing with colleagues
methods come from the clinician’s theory of health
training is focused on helping skills and supported by an internship
scientific results are secondary to the helping process

Field Work in Clinical Practice
Critical to the clinical perspective is a level of participation, and clinical methods are
often identified with ethnographic techniques under the "qualitative" label (Schein, 1987).
Marshall and Rossman (1989) describe ethnography as a cultural description of how
individuals describe and structure their world. It becomes a means for the clinician to understand
the experience of the client through the surrounding culture. Closely related, ethnomethodology
studies the manner in which individuals order and make sense of their daily lives in socially
acceptable ways (Burrell & Morgan, 1979; Patton, 1990). At the purely individual rather than
social level, phenomenology focuses on the essence of the individual’s uniquely distinct
experience of the world. Although not easily lent to any single or coherent explanation, the

28

phenomenological approach seeks to interpret the subjective reality of the individual (Burrell &
Morgan; Patton, 1990).
What qualitative methods have in common, then, is the premise that the phenomenon
under study either cannot be measured or cannot be best understood through measurement.
Accordingly, there is an ethnographic and phenomenological slant to the clinical perspective that
requires the clinician to participate in and discover, through the field encounter, the reality
experienced by the client in situ.

Clinical Work as Purposive
The aim of the clinical process in the human services is that of rendering assistance to
the client or client system, and such assistance is provided through strategic intervention.
Without strategies, it might be argued that the elements of the clinical process simply provide the
material for an absorbing study or form the basis for an interesting relationship.

But the

imperative of the clinical perspective is that the relationship be purposive and meaningful,
designed to provide assistance, support, treatment, rehabilitation, or cure at some level.
Dryden (1989) describes the therapeutic relationship in three dimensions. The first of
these, the bond between client and clinician, is tied directly to the qualitative aspects of clinical
work and is apparent in the relationship that effective clinical participation requires. However,
the second and third components of his description of the therapeutic "alliance" involve the
purpose of the relationship. He describes the raison d’etre of the counseling process in terms of
client goals, the accomplishment of which represents the focus of the clinician’s work.
Purposive goals imply a commitment to a strategy that Koontz et al. (1984) describe as
"a general program of action and an implied deployment of emphasis and resources to attain
comprehensive objectives" (p. 107).

They assert that the intention of strategy is to provide

direction and to determine what kind of outcome is desired. Barnard (1968) describes strategy
as the factor whose enactment, in the right form and at the right time and place, will establish
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a set of conditions that achieves the desired purpose.

Patton (1990) describes strategy as a

framework for action that integrates seemingly isolated tasks and activities toward a common
purpose.

Summary
Regardless of the orientation or style of the individual clinical worker, clinical practice
is a process directed towards the assessment of pathology and the restoration or maintenance of
health in the client or client system through the treatment of pathological issues. Any intervention
taken or assistance rendered to the client follows the clinical worker’s direct and face-to-face
observations of the client situation, the outcome of which provides the basis for clinical diagnosis,
prognosis, and treatment planning. Clinical work, therefore, always requires that the clinician
participate in and observe the client system, but also requires that the clinician remain capable
of detached analysis, interpretation, and treatment planning.
Where the tasks of clinical work include assessment, diagnosis, prognosis, and treatment,
the participative and qualitative character of the work remains basic to the completion of all tasks.
In summary, clinical work is the application of mental health techniques at the individual, small
group, or community level directed towards issues of pathology and based on the firsthand
participation and involvement of the human services direct care worker, regardless of the
particular human service discipline.

Clinical Supervision and Organizational Management
There is an abundance of supervisory materials available that describe supervision in the
human services, as a glance at the bibliography for this review will demonstrate. However,
Russell et al. (1984) characterize this literature as a disjointed array of investigations lacking
continuity and structure, asserting that there is little formal theory useful to the actual practice
of supervision. They maintain that the purpose, method, task, and identity of supervision are
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confused because of the "abstract, amorphous, and undefined nature of supervision as it has
existed" (Hess, 1980, p. 525).
Ellis (1991) describes the available supervisory literature as deficient, noting that it offers
only suppositional guidelines for the practice of supervision and that "clinical supervisors do not
know what works or why and how it works" (p. 239). This should not be surprising. As noted,
supervision has often been portrayed as confusing and lacking in specificity, both in the human
services (Bernard, 1979; Bunker & Wjinberg, 1988; Goodyear & Bradley, 1983; Loganbill et al.,
1982; Powell, 1989; Worthington, 1987) and private industry (Culbertson & Thompson, 1980;
Patten, 1968; Thurley & Wirdenius, 1973; Wolfe, 1983). As will be shown, clinical supervision
does not stand on its own within the organizational context in which it is practiced. It is part of
a larger system of management structures by which all organizational functions are enacted.
Accordingly, it cannot be considered a lone phenomena operating in splendid isolation,
disengaged from the other organizational transactions and management functions that surround
it. In this section, I will describe the relationship that exists between clinical supervision and the
administration of the human services organization.

The Dominance of Administrative over Clinical Supervision
As described, great importance has been ascribed to clinical supervision by the relevant
literature. One would therefore expect to see its methods and practices firmly entrenched in the
core technology of the human service organization.

Yet the specialized practice of clinical

supervision is even more poorly understood than supervision in general, and sparsely practiced.
Writers such as Fizdale (1958), Harris and Allison (1982), Scherz (1958), Stiles (1963),
and Walsh (1990) assert that human services supervision is primarily an administrative affair, and
even advocates of clinical supervision concede that administrative supervision dominates the
supervisory process.

This gap between ideal and actual, or espoused theory and theory-in¬

practice, has been noted by Kadushin (1974), Middleman and Rhodes (1985) McCarthy et al.
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(1988), and Powell (1989); furthermore, Glatthom (1984) asserts that the standard practices of
supervisors are both inadequate and ineffective. Sullivan (1980) comments that "what is done
in practice compares unfavorably with what (is) prognosticated" (p. 39), and Harkness and
Hensley (1991) suggest that clinical supervisors overestimate the clinical content of their
supervision.
In his ten year retrospective, David Powell (1989) describes clinical supervision as the
stepchild of most human service management systems, overlooked and disregarded while other
work activities take priority. Despite findings indicating a high need for clinical supervision,
Powell reports that 57 % of those studied did not receive such supervision and that a significant
portion of counselors studied did not even know what clinical supervision was. In his study of
109 supervisors, Shulman (1982) found that almost 60% of available work time was spent on
non-supervisory management tasks; in a related study, Middleman and Rhodes (1985) report that
35% of supervisory time is spent on administration. Similarly, Kadushin (1974) reported that
71% of 750 supervisors studied were dissatisfied with the administrative duties of supervision,
and that least preferred administrative-related supervisory tasks take up the greatest percentage
of a supervisor’s available time.
Indeed, as frequently recognized, the weight of management and other administrative
tasks in supervision consistently takes precedence over clinical supervision (Kadushin, 1985).
Boyd (1978), for instance, cites a survey of the Association for Counselor Education and
Supervision that indicates the dominance of administrative activities over clinical tasks. In fact,
Hanlan (1972) asserts that it is inevitable that clinical functions will eventually be removed from
the direct care supervisor.

Middleman and Rhodes (1985) concur, arguing that clinical

supervision is "drifting towards extinction" (p. 27) and that supervision has become an
administrative, managerial function. Similarly, Finch (1977) comments that supervisors will
increasingly assume the traditional administrative duties associated with management.
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Supervision and Supervisory Training
Perhaps attributable to the absence of training in both administrative and clinical
supervision, it appears the lot of supervision to be poorly understood by managers, supervisors,
and supervisees alike. In their study on supervision in American corporate business, involving
over 11,000 managers and 20,000 first line supervisors, Morgan and Schiemann (1984) noted a
deterioration in supervisory skills, commenting that many supervisors feel inadequately trained
in basic management skills. In a survey of health care supervisors Paradis, Lambert, Spohn, and
Pfeifle (1989) found that regardless of their level in the management hierarchy, over 48% of
supervisors felt inadequately

trained.

Similarly, Munson (1983) found that over 60% of

supervisors surveyed by him had no formal training in clinical supervision, a finding substantiated
by Borders and Leddick (1987), Fant and Ross (1979), Loganbill et al. (1982), and Shulman
(1982).
Russell et al. (1984) comment that the absence of formal training has forced most
supervisors to learn supervisory skills or strategies through their own experiences as supervisees.
Culbertson and Thompson (1980) concur and have written that "supervisors are (often) placed
in a position of responsibility with absolutely no training or experience managing people ....
(M)any supervisors rise on their technical competency without any training in the area of
supervisory skills" (p. 58). This point is supported in the 1989 study conducted by Paradis et al.,
in which many supervisors reported that their appointments to supervisory positions were based
entirely on their technical skills. The outcome of such management practices is an unnecessarily
"hit-or-miss" approach to the development of supervisory skills (Sansbury, 1982, p. 57).
Perhaps more to the point in the case of clinical supervision, not only do few supervisors
receive relevant supervisory training, but "even fewer (are) given a conceptual framework for
organizing their supervisory activities" (Hart, 1982, p. 27).
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Conditions Limiting the Use of Clinical Supervision
There is no assertion here that clinical supervision is more important than administrative;
human service management requires the presence of both types of supervision as recognized by
Austin (1981), Bunker and Wjinberg (1988), Ekstein (1964), Hanlan (1972), Harris and Allison
(1982), Patti (1983); Tanner and Tanner (1987), Waldfogel (1983) and others.
In recognizing that both types of supervision are a necessary requirement for many
supervisors, Hart (1982) provides a brief contrast:
The distinction between these two terms is based on the purpose and the content
of the supervision sessions. Administrative supervision is aimed at helping the
supervisee as part of an organization, and clinical supervision focuses on the
development of the supervisee specifically as an interpersonally effective
clinician. The content of administrative supervision centers on the effective
performance of duties that directly benefit the organization, and clinical
supervision examines the supervisee’s performance of specific clinical tasks that
affect the recipients of the service, (p. 13)
Patti (1983) describes the human services supervisor as:
an administrative superior whose task it is to see that subordinates comply with
policies, procedures, and management directives; a teacher who is responsible for
imparting knowledge and cultivating the professional skills of direct services
workers; and a consultant who provides social support to subordinates as they
confront an array of vexing and emotionally draining client situations, (p. 166)
The concern in this study is that administrative supervision tends to not only prevail over
its clinical counterpart, but in many instances serves as the sole form of supervision. This study
is concerned with the reasons for the prevalence of administrative over clinical supervision,
particularly in light of the crucial role ascribed to clinical supervision.
Sergiovanni (1976) writes that clinical supervision is based on assumptions radically
different from those found in other forms of supervision, involving both a belief in an on-going
need for change and development and a basically intense personal relationship between supervisor
and supervisee. Given such consideration, Cogan (1976) suggests that an environment exists that
is more conducive to administrative rather than clinical supervision because of the immediate non-
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clinical needs of teachers, the underdeveloped state of clinical supervision, and the lack of an
articulated rationale for a clinical form of supervision.
Harris (1976) suggests that clinical supervision faces seriously limiting conditions in both
the work setting and the personal characteristics of workers. He asserts that there is little time
available for clinical supervision, and that the highly individualistic nature of the clinical
supervisory relationship threatens the formal organizational need for conformity and predictability
in staff behavior. He notes also that the "highly personalized, highly individualized, and intense
character of clinical supervision" requires motivated, intelligent, and emotionally stable
supervisees. In summary, his thesis is that clinical supervision is a threatening experience given
the reality of staff conformity to both peer and organizational expectations, in which "the
significant problem for clinical supervision is one of involving substantial numbers of less than
highly motivated individuals" (p. 87).
Munson (1990) identifies ten trends that he believes will be of significance to clinical
supervision in this decade. He cites fiduciary and liability concerns, emotional stress and fear
of client-related AIDS, and professional credentialing and ethics as major forces on the shape of
clinical supervision to come. He also identifies the increasing need for supervisors to assume
administrative roles and an accompanying emphasis upon task completion over relationship
building as significant. Munson’s editorial suggests that the great pressure on the supervisor to
think from a "management" perspective competes with and ousts the "clinical" mindset.
Shulman (1982) reiterates many of these same themes.

He cites the stress and

manageability of the job, asserting that supervisors feel stretched too thin with too much
management and coordinating responsibility limiting the time available for clinical supervision.
On a different level of analysis, Bunker and Wijnberg (1988) suggest that a range of competing
interests influence the supervisory role. They state that the most obvious effect of multiple and
conflicting demands upon supervisors is that they become "involved in the political process
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through which competing interests are resolved and organizational directions are set... . (and)
become connective nodes in a hierarchical structure" (p. 47). This intermediary role concentrates
supervisory work upon issues and concerns relevant to organizational management, leaving little
time or reason to focus on the very different issues relevant to clinical supervision.
Table 5 provides an overview of conditions that contribute to the under-utilization of
clinical supervision.

Table 5.

Limitations on the use of clinical supervision.

LIMITING FACTOR

AUTHOR(S)

Non-clinical and administrative supervisory tasks compete with the need
for clinical supervision

Cogan (1976), Munson (1990), Shulman (1982)

Management liability concerns require an administrative approach to
supervision

Munson, Shulman

Emphasis upon task completion over relationship building encourages
administrative over clinical supervision

Munson

Multiple organizational demands require administrative supervision

Bunker & Wjinberg (1988)

Political/linkage role of supervisors emphasizes "management" rather

Bunker & Wjinberg, Munson

than "clinical" thinking in supervision
Immediate, non-clinical needs take precedence over clinical supervision

Cogan

Clinical supervision requires more time than that generally available for
supervision

Harris (1976), Shulman

Clinical supervision requires motivated supervisees

Harris

The rationale for clinical supervision is poorly articulated

Cogan

The theory of clinical supervision is underdeveloped

Cogan

Clinical supervision requires radically different thinking and thereby
threatens existing organizational and work culture norms

Harris, Sergiovanni (1976)

Lack of adequate training in or familiarity with clinical supervision

Borders & Leddick (1987), Hart (1982), Mun¬
son (1983), Paradis et al. (1989),
Powell (1989), Russell et al. (1984), Shulman
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Supervision and Organizational Technology
Figures 1 (page 7) and 2 (page 8) illustrate the place of clinical supervision in the nonroutine, craft environment of the human service organization.
Bunker and Wjinberg (1988) and Thurley and Wirdenius (1973) describe supervision as
part of a system, rather than an individual act or set of acts that operate in isolation from the
entire management environment. Their work emphasizes the contextual nature of the supervisory
process, conceptualizing supervision as a fragment of a larger system. In this light, the very
essence of human service provision may be considered the supervision provided to the direct care
staff who provide the services:
In its most general sense, the concept supervision need not describe only the
supervisor/supervisee relationship. It could be thought of as designating the
major thrust of social work and other provision of services . . .
(Middleman and Rhodes, 1985, p. xi)

In this regard, the supervisory system may be considered a major aspect of the
core technology of the human service organization. McKelvey (1980; 1982, pp. 170189) refers to this core technology as the dominant competence of an organization -- a
combination of the technical skills required to achieve the organization’s primary task and
the set of managerial activities required to achieve that primary task. In McKelvey’s
work, this dominant competence is not limited to single organizations, but is characteristic
of all organizations classified by type. Pinder and Moore (1979) propose a similar idea
by which to identify technological form common to organizational types. They suggest
that the "characteristic adaptation style" of the organization is that set of managerial
behaviors typically employed by the organization to sustain its existence and remain
effective.
In this view both clinical and administrative supervision make up an important
part of the core technology, or dominant competence, of an organization. From this

37

perspective, supervision is part of a system and not simply an act carried out by an
individual counselor or group of counselors.

Summary
Where some studies highlight the confusion concerning clinical supervision or
reflect the actual state of its practice, they often provide only narrow insights into why
clinical supervision is neglected.

From the core technology/dominant competence

perspective, a failure to enact clinical supervision can be seen as a failure of a system of
interacting pieces rather than that of a single organizational element alone. "Supervision
must be viewed as occurring within an ’organizational climate’ or context that can either
stimulate or inhibit individual job performance" (Finch, 1977, p. 61).
In fact, supervision within the human services is primarily an administrative
affair, with little attention paid in actual practice to the theories and models of clinical
supervision prognosticated in the professional literature.

In part, this deficiency in

application can be, and often is, blamed on the dearth of available supervisory training
(in both administrative and clinical supervision). However, from the core technology
view the absence of clinical supervision is not attributable to a single cause. Instead,
clinical supervision is sparsely practiced in the field due to a broad set of constraints that
combine to create an organizational environment that obstructs its development and use.

Understanding Clinical Supervision
Hart (1982) notes that although there is some variation in the methods of
supervision across disciplines within the human services, the supervisory process itself
remains quite similar across all fields, an idea echoed by Shulman (1982). In this section
I will describe theories and features of clinical supervision common to professional
disciplines across within the human services. Goals, themes, and elements found in the
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literature will provide the basis for a synthesis to be developed further in the final section
of this review.

The Focus of Clinical Supervision on Both Outcome and Method
Quite simply, Hart (1982) describes the aim of clinical supervision as the
development of interpersonal skills in the individual worker. Mosher and Purple (1972)
add that, in the final analysis, clinical supervision is about how we learn and assert that
the basic method of such supervision is didactic rather than administrative, focusing on
worker behaviors that can be understood, controlled, and modified (Sullivan, 1980).
In a similar vein, Scott (1969) comments that clinical supervision is a re-educative
process aimed at the unconscious attitudes and awareness of staff, a process he refers to
as therapeutic supervision.

From this perspective, the supervisory relationship itself

resembles the process of psychotherapy.
This is not a unique idea and is common to many descriptions of clinical
supervision. Bums and Holloway (1990) recognize the historical link between therapy
and supervision and reflect upon the controversial nature of such a linkage, but consider
the matter unresolved. They conclude that therapeutic processes are entirely appropriate
in clinical supervision, but only for some aspects of the process.
Although Carifio and Hess (1987) comment that effective supervisors avoid
conducting psychotherapy during supervision, Patterson (1983) describes the supervisory
session as analogous to the therapeutic session, involving the same skills. He comments
that "supervision, while not therapy, should be . . . therapeutic" (p. 25). It is in the
supervisory session, the principal context for the practice of supervision (Kadushin,
1974), that the elements and methods of the process come together (Hansen, 1965) and
supervision assumes its most "clinical" face.
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Shulman (1982) agrees that there are necessary similarities between the processes
of supervision and therapy.

In fact, Hess (1980), Bernard (1979) and Littrell, Lee-

Borden, and Lorenz (1979) each legitimize the character of supervisor-as-therapist by
actually building the role into their respective models of clinical supervision. On this
theme, Darou (1990) goes so far as to suggest that dream therapy is a worthwhile
addition to the practice of human service supervision.
Fox (1989) comments that although clinical supervision is not therapy, its goal
is therapeutic and he writes that clinical practice and supervision are isomorphs. He
believes the relationship between the supervisor and supervisee to be the key to clinical
supervision, and Goldhammer (1969) concurs, noting the critical nature of intimacy in
the development of the effective supervisory relationship. He concludes that the most
important and distinguishing characteristic of clinical supervision is the supervisor’s own
behavior in the supervisory relationship itself, and describes clinical supervision as "both
method and model" (p. 361).
We begin to understand clinical supervision, then, as a means for building
interpersonal staff skills that itself utilizes the same interpersonal skills in the supervisor.
In this regard, the nature of clinical supervision is two fold, encompassing both outcome
and method. In terms of outcome, clinical supervision is thus named because it monitors
and directs the application of clinical work. In the case of method, however, the term
reflects the use of a clinical approach and attitude in the actual provision of supervision.
Table 6 (page 41) reflects this dual emphasis, associating the clinical method of
supervision with the organic approach towards supervision proposed by Bums and Stalker
(1966) for the management of organizations that exist in unstable environments. Such
an environment reflects the turbulent* field conditions under which most human service
direct staff work.
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Table 6. Clinical supervision as both method and outcome.

CLINICAL SUPERVISION AS METHOD

CLINICAL SUPERVISION AS OUTCOME

Focus on the use of clinical skills in the provision of supervision

Focus on the supervision of clinical work

Organic approach to supervision

Organic approach to supervision

Emphasis on relationship building

Emphasis on employee skill development

Emphasis on intimacy in the relationship

Emphasis on employee performance stan¬
dards

Use of the personal conference as a means to discuss feelings
and observations

Use of the personal conference as a means
to provide performance feedback and evalua¬
tion

Use of counseling techniques to build self awareness and develop
values in the employee

Use of teaching techniques to build employ¬
ee skills

Focus on personal growth in the employee

Focus on employee capability in the field

Provision of personal support to the employee

Evaluation of the effectiveness of client
services

The Functions of Clinical Supervision
Although Cogan (1976) points out that clinical supervision is focused on the
worker in the work environment (e.g., the teacher in the classroom), Lyles and Joiner
(1986) assert that the emphasis of supervision must be on the goal of the work and not
on the worker; rather than referring to the supervisor of nurses, they direct us to describe
the role as the supervisor of nursing.
Simply put, in all industries, the goal of supervision is satisfactory goal
accomplishment, regardless of how productivity is measured. More specifically, the goal
is the development and improvement of staff skills and a work milieu that ensures the
accomplishment of organizational goals in accordance with management values,
expectations, and standards.

Macdonald (1982) writes that "the essential task of

supervision is to maximize individual performance by minimizing resource inputs and
maximizing results outputs" (p. 207).
In particular, in the human services the goal is on the improvement of
interpersonal skills and the enactment of those skills in a largely non-routine work
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environment. It is the special focus of clinical supervision to develop and improve the
assessment, interpersonal, and decision-making skills that will enable the direct care
worker to fulfill organizational goals in that environment. Bunker and Wijnberg (1988)
consider a primary function of the human service supervisor to be that of promoting the
effective performance of uncertain tasks in complex organizations.
Austin (1981) describes four functions of human services supervision in a model
that combines the administrative and clinical aspects of the supervisory process. Austin’s
model identifies the supervisor as a specialist in direct care services, an organizational
specialist with administrative skills, and a training specialist. He describes the fourth
function as personnel specialist, a function that includes work tasks that cut across all
three of the other required specialties and which therefore links them together.

His

model ties these supervisory functions to the administrative, educational, and supportive
roles of supervision proposed by Kadushin (1985) and others, and is depicted in table 7.

Table 7.

Roles and functions of organizational supervision (Austin, 1981).

ROLES

FUNCTIONS
Clinical
Administrative

Educational

★

Direct Service Specialist

Organizational Specialist

★
★

Training Specialist

Personnel Specialist

Supportive

★

★

★

Austin’s fourth function is very much like that proposed by Bunker and Wjinberg
(1988), in which the supervisor is not only a highly competent direct care worker,
effective administrator, and facilitator, but is also the linking pin that "makes possible the
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integrated functioning of the organization" (pp. 39-40). In a similar vein, Harkness and
Hensley (1991) count professional socialization, professional education, institutional
maintenance, and the administration of agency services among the tasks of the supervisor.
Ekstein (1964) compares the relationship between the administrative, educational, and
supportive aspects of supervision to an equilateral triangle, with the supervisor placed in
its center serving as "the point of gravity" (p. 137). Bailin (1989) reiterates the idea that
supervision "operationalizes and holds in balance" the administrative, educative, and
supportive goals of organizational management and staff development (p. 97). These
conceptualizations of supervision illustrate the idea that supervision is a "whole" process,
and that administrative and clinical supervision overlap, each containing elements of the
other.
Many functions have been ascribed to human services supervision, characterized
by Kaslow and Soehner (1980) as a "colorful, variegated process" (p.35).

Table 8

outlines the functions proposed by 26 authors, which in turn provide the basis for the
typology that follows.

Table 8.

General conceptualizations of the functions of human service supervision.

AUTHORS

FUNCTIONS OF SUPERVISION

Austin (1981)

Specialist
Specialist
Specialist
Specialist

Aponte and Lyons (1980)

Transmitting knowledge and skills to employees
Maintaining organizational and professional standards
Improving client services

Bailin (1989)

Providing
Providing
Providing
Providing

Bernard (1979)

Producing competent clinical employees

in
in
in
in

direct service delivery
organizational administration
employee training
personnel functions

employee professional education
empathic support for employees
employees with administrative guidance
access to organizational resources

Table 8 continued, next page.
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Table 8. Continued.

Blocher (1983)

Enhancing professional growth of clinical employees

Blumberg (1974)

Improvement of client services
Enhancing the professional and personal growth of employees

Boyd (1978)

Facilitating the professional and personal growth of employees
Promoting employee clinical competence
Developing accountable client services and programs

Bunker and Wjinberg (1988)

Articulating and adapting service model
Monitoring and managing organizational climate
Fostering employee development
Developing teamwork capabilities
Participating in organizational planning
Representing organizational requirements
Coordinating work activities
Clarifying goals and tasks
Promoting problem solving
Managing daily activities

Cogan (1976)

Participating in the selection of innovative ideas
Testing innovative ideas
Developing employee commitment to test innovative ideas
Supporting employees in the acquisition of new behaviors
Matching employees with innovative ideas
Helping integrate innovative ideas into standard practice
Managing workplace tension
Disseminate successful ideas into the professional community

Costa and Garmston (1985)

Enhancing employee cognitive and decision making skills

Fant and Ross (1979)

Providing effective client services
Ensuring integration of client services
Aiding the organization in goal attainment
Maintaining employee professional competence
Supporting employees in dealing with job-related stress

Finch (1977)

Integrating and maximizing client services
Manage employee behavior by modifying the work environment

Glickman (1981)

Helping employees increase their capacity to achieve work tasks

Goldhammer (1969)

Developing individual employee identity
Developing strong sense of organizational mission
Developing sense of professional teamwork and community
Helping employees feel good about their job

Harkness and Hensley
(1991)

Professional socialization
Professional education
Institutional maintenance
Administration of agency services

Harris and Allison (1982)

Integrating and orienting new employees
Enhancing the knowledge base and developing the skills of employees
Developing, planning, and evaluating service goals
Ensuring the achievement of organizational goals

Table 8 continued, next page.
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Table 8. Continued.

Kadushin (1985)

Assisting employee professional growth
Increasing employee clinical knowledge and skills
Maximizing employee autonomy and independence
Helping employees feel good about their job
Maintaining efficient work environment
Providing effective and efficient client services

Kaslow and Soehner (1980)

Broadening communication between new employees
Helping employees understand their duties
Helping employees expand their areas of competence
Organizing employee experience into a foundation for future growth
Developing congruence among short/long term organizational goals
Helping employee groups define purposes and inter-group relations
Facilitating mutually supportive work environment
Ensuring the value of staff meetings and training sessions
Interpreting organizational policies for staff and ensuring compliance

Loganbill, Hardy, and Del worth
(1980)

Monitoring client welfare
Enhancing employee growth
Promoting transition across developmental stages in employee growth
Evaluating employees

Middleman and Rhodes (1985)

Administering the work environment
Managing the work environment
Managing work-related tension
Modifying organizational structures and processes
Evaluating employee and organizational performance
Advocating for employee needs
Catalyzing employees
Teaching employee skills
Socialization of employees

Munson (1979)

Socialization of new employees
Employee skill development
Developing employee professional judgement

Serok and Urda (1987)

Developing personal awareness in employees
Developing independendy functioning employees
Developing creative employees
Developing employee skills

Toren (1969)

Controlling employee performance
Controlling employee attitude

Waldfogel (1983)

Improving quality of client services

Wise, Lowery, and Silverglade
(1989)

Protecting client welfare

Young (1986)

Facilitating employee personal growth
Increasing employee understanding of client behavior
Improving employee interpersonal skills
Increasing employee self awareness
Consultation and involvement in client treatment
Maintaining organizational and professional standards
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By condensing and limiting the functions outlined in table 8 to clinical features
only, the typology described in table 9 (page 47) identifies four individual functions of
clinical supervision.

In turn, each function subsumes four specific supervisory sub¬

functions, creating a chart of 16 sub-functions under four categories.
The facilitation function represents the fostering of a work environment that
encourages the development of staff skills and relationships, professional goals and
strategies, etc. The staff development function reflects efforts put into that environment
by which supervisees acquire skills and personal insights, and generally undergo
professional growth.

Staff socialization is the function that filters out aspects of the

environment undesirable to the organization and profession, and influences and modifies
the ethical and personal values of employees.

Finally, the service delivery function

attends to the final product, attempting to ensure the provision of quality client services.
These functions include only those aspects of supervision that are clinical in
nature; more administrative functions are filtered out. Hence, monitoring staff attitude
is included as a clinical function, where monitoring staff performance is excluded as an
administrative function.

In addition, the list excludes items such as consulting,

counseling, teaching, etc., treating these as behaviors rather than functions.
However, to some degree this typology is necessarily limited in nature and cannot
be considered an exhaustive catalog of the functions of clinical supervision.

The

development of complete taxonomies is a difficult and complex task (Rich, in press) and
far outside of the scope of this study. In addition, there is an arbitrary quality to almost
any theoretical typology, such as the one presented here.

It is almost a matter of

preference, often based on a pre-disposed theory, as to what items are selected for
inclusion into the typology and under which class they are categorized. In this case,
items were selected based on the pre-existing literature identified in table 8 (page 43).
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Table 9.

A four function typology of clinical supervision.

FUNCTION
FACILITATION

SUB-FUNCTIONS

ACTIVITIES WITHIN FUNCTION

•

Team building

Facilitate the development of a mutually supportive and
interpersonally effective staff group

•

Goal clarification

Clarify and articulate organizational goals with respect to
service delivery and individual client cases

•

Problem solving

Encourage staff to explore and develop methods for problem
solving issues and cases they may face

•

Injection of new
ideas

Foster the development of innovative thinking, introduce new
ideas, and encourage the testing and adoption of new ideas

STAFF
DEVELOPMENT

•

Skill building

Provide training opportunities for professional skill
development in areas directly pertinent to staff clinical work

Development of a

•

Building employee
knowledge base

Provide material/informadon about cases, methods.
resources, the profession, etc., to build professional staff
knowledge

Fostering a work
environment that
encourages creative
thinking, autonomy.
communication,
and increases staff
competence

training/teaching
environment in
which skill learning
is encouraged and
opportunities for
skill development
and growth are
provided

Developing

Help staff adjust to new ideas and methods, and support the

employee behaviors

development and retention of new techniques and behaviors

•

Employee self
awareness

Help staff recognize personal feelings, values, strengths, and
limitations and assist in personal and professional growth

STAFF
SOCIALIZATION

•

Organizing employee
experiences

Interpretation and organize staff past experiences in order to
help them use these as the basis for future professional work

Integrating and
socializing new and
existing direct care
staff into expected
and desired set of
organizational and

•

Inculcating standards

Develop in staff an awareness of expected organizational and
professional standards and ethics

•

Orientation and
integration

Introduce and integrate new staff into the
professional/personal culture of the organization, the

professional values.
ethics, standards.
and culture

•

profession, and other staff
•

Monitoring employee
attitudes

Monitor staff attitudes towards work, clients, and other staff
and correct attitudes that are incongruent with expectations

SERVICE
DELIVERY

•

Evaluating client
services

Monitor and review the nature of client services, the level of
staff skills, and the nature of staff-client interactions

Assuring the ethical
and competent

•

Improving client
services

Develop a program of clinical services capable of meeting

Involvement in client
services

Direct provision of client services in order to model desired
clinical skills and to provide additional services where

delivery of client
services in
accordance with
organizational and
professional
standards

•

client needs

needed
•

Protecting client
welfare

Ensure that client rights are in no way compromised legally,
ethically, or emotionally by staff involvement
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Theories of Clinical Supervision
Many theories exist that describe the process of clinical supervision, although
many of these are aimed at the supervision of specific sub-groups within the human
services. For instance, in discussing the gaps between supervisory theory and its actual
practice, McCarthy et al. (1988) observe that the literature emphasizes the supervisory
needs of students and other beginners over more experienced supervisees.

From a

different perspective, Aponte and Lyons (1980) note that the literature has tended to focus
on the supervision of psychotherapy, with little attention paid to the work of staff in
community settings or engaged in other non-psychotherapeutic work.
However, "even subprofessionals doing professional work require the same
general form of supervision as do those who are fully credentialled" (Bunker and
Wijnberg, 1988, p. 5). And indeed, Walsh (1990) comments that many human service
supervisors are themselves non-clinicians.
The point is that a model of clinical supervision must be developed that can guide
the supervisor in providing a form of supervision that can benefit all staff engaged in
clinical work, whether inexperienced or seasoned, or engaged in more loosely defined
forms of mental health work rather than traditional psychotherapy.
Developmental theories of clinical supervision are promising in that they are built
on the premise that different staff have different learning needs, learn at different rates,
and are at different stages in their professional life. Such theories, popular for the past
decade (Borders, 1989), allow a differentiated approach to supervision that takes into
account the needs of individual supervisees (Holloway & Hosford, 1983).
Although these theories operate on the principle that supervision follows an
invariant sequence of distinct stages through which supervisees must pass (Blocher, 1983;
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Borders, 1989; Littrell et al., 1979; Sansbury, 1983; Stoltenberg, Pierce, & McNeill,
1987), they allow supervision to move at a pace determined by the idiosyncratic needs
of the supervisee. Accordingly, they provide the basis for a supervisory model that is
flexible, sensitive to differences in the learner and the learning environment, and able to
move at the pace of the supervisee.

Supervisory Theory and Application
Despite the large volume of supervisory models, techniques for the application
of clinical supervision often remain largely unelaborated and the literature remains highly
theoretical. In other words, although models of what should happen, when, where, and
to whom abound, relatively few writers provide models by which to actually enact the
supervisory process.
For example, Littrell et al. (1979) provide a detailed framework for an integrated
developmental model of supervision. Their system embraces the psychotherapeutic and
skill development models identified by Boyd (1978) and Hart (1982) as the supervisory
models most commonly in use, and integrates them in a four-stage developmental system
that includes a wide range of supervisory theory and roles. Similarly, Stoltenberg and
Delworth (1987) present their Integrated Developmental Model, describing the structural
changes that supervision will bring about in the supervisee who will arrive at level 3 as
the fully functioning Integrated Counselor.

Hawkins and Shohet (1991) describe the

developmental stages as novice (supervision focuses on self awareness), apprentice
(client-centered supervision), journeyman (focussing on the clinical process), and master
craftsman (in which supervision concentrates on the interpenetration of clinical
processes).

While these models follow the supervisory process from hypothesized

beginning to end, addressing issues, goals, and supervisory behavior within each
developmental stage, they are also highly academic and focus more on their theoretical
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underpinnings than the actual application of technique. They simply do not make clear
what supervisors are meant to do.
In one book that does try to provide practical guidance for the supervision of
counselors, Borders and Leddick (1987) provide a detailed overview of the supervisory
process, but fail to provide a general model that sums up and adds shape to their
material.

As with other work that attempts to guide actual supervisory practice, the

material is anecdotal and thus unfocused, and offers no real "clues" by which to
understand the overall process of clinical supervision.

The Cycle of Clinical Supervision
Descriptions of the clinical supervisory process do exist, frequently in the
literature of the educational profession. Kadushin (1985) asserts that there is a clear
sequence to that process, in which "the supervisor engages in . . . deliberately and
consciously selected activities" (p. 23) and that the process has a beginning, middle, and
end. However, Cogan (1976) refers to the "cycle of clinical supervision" (p. 14); he
envisions the process as a succession of sequential events, with each "end" initiating a
new loop.
Table 10 (page 5 l)reviews the stages proposed by five writers. However, despite
the linear fashion in which each model is presented, it is important to recognize that in
each case "components are viewed as interrelated with and influenced by one another"
(Sullivan, 1980, p. 9).
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Table 10.

A review of the hypothesized stages in the provision of clinical supervision.

AUTHOR
Cogan (1976)
8 stages

STAGES
Establishment of the supervisor-supervisee relationship
Planning with the employee
Planning the strategy for observation
Observation of clinical work
Analysis of the observed events
Planning strategies for the supervisory conference
Supervisory conference
Renewed planning

Delaney (1972)
5 stages

Initial supervisory meeting
Development of facilitadve relationship
Goal identification and determination of supervisory strategies
Enacting supervisory strategies
Termination and follow-up

Glickman (1981)
5 stages

Pre-conference
Observation
Analysis and interpretation
Post-conference
Post-analysis

Goldhammer (1969)
5 stages

Mosher and Purpel (1972)
3 stages

Pre-observation conference
Observation
Analysis and strategy
Supervisory conference
Post-conference analysis
Planning clinical work
Observing clinical work
Evaluation and analysis of clinical work

In turn, these stages provide the basis for a model in which the supervisory
process is conceived as a six stage cycle.

Like all stage theories each stage is

qualitatively different from, but also contains elements of, other stages, and particularly
those directly adjacent to it. The six stages are named (1) relationship building, (2)
planning for supervision, (3) observation of practice, (4) analysis of supervisee work, (5)
supervisory conferences, and (6) post-conference follow-up. These are described in table
11 (page 52), with examples of the kind of activities that occur during each stage in the
cycle.
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Table 11.

Six stages in the process of clinical supervision.

SUPERVISORY STAGE
Relationship Building

PRIMARY PURPOSE
Development of meaningful
supervisor-supervisee
relationship

SAMPLE ACTIVITIES WITHIN THE STAGE
Establishing communication
Personal relationship building
Developing trust and intimacy
Demonstrating supervisor interpersonal skills
Providing encouragement to employee
Orienting new employee to clinical supervision
Socializing employee to norms, standards, etc.
Clarifying supervisor and supervisee roles, etc.
Etc.

Planning

Planning for clinical work
and staff development

Discussing supervisory expectations of employee
Planning and clarifying employee work goals
Planning strategies for employee goal achievement
Planning for the measurement of goals
Identifying strengths and limits in employee work
Anticipating problems in achieving goals
Planning for supervisory observation
Clarifying and setting goals
Negotiating desired employee behaviors
Presenting ideas
Etc.

Observation

Observation of employee

Observing clinical work
Observing employee interpersonal skills
Observing employee case management skills

clinical work in practice

Observing employee adherence to standards
Observing employee-client relations
Observing use of and adherence to strategy
Etc.
Analysis

Post-observational analysis
and interpretation of
employee clinical work

Conference

Evaluating clinical work
Interpreting employee behavior
Planning strategies for employee feedback
Identifying recurrent employee behavior patterns
Etc.
Modelling supervisor interpersonal skills
Evaluating and discussing employee performance
Translating and interpreting employee behavior
Identifying special employee strengths, etc.
Identifying problems with employee work, etc.
Identifying employee development/education needs
Discussing employee issues, concerns, etc.

Supervisory meeting
between supervisor and
supervisee, the primary
medium for on-going
supervision and
communication

Discussing client behavior, needs, problems, etc.
Stimulating problem solving, etc.
Etc.
Follow-up

Planning for future
supervisor or supervisee
activities, leading to a new

Establishing future goals
Identifying future employee activities
Planning employee development/education needs

cycle in the process of
clinical supervision

Implementing discussed solutions to problems
Reinforcing expected standards, etc.
Reinforcing effective employee behaviors
Conducting long-term employee evaluation
Planning appropriate supervisory interventions
Etc.
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Again, although presented in a linear fashion, the operating principle is very
much cyclical; appropriate follow-up necessarily leads to further building of the
relationship, and into a new cycle of clinical supervision.

Figure 5

illustrates the

cyclical nature of the process.

RELATIONSHIP BUILDING

>
FOLLOW-UP

PLANNING

t
CONFERENCE

OBSERVATION

ANALYSIS

Figure 5.

The cyclical nature of the supervisory process.

Clinical Supervision as Dynamic; The Spiral of Supervision
However, clinical supervision is not generally thought of as a static process, with
no forward movement. On the contrary, its thrust is on the further development and
refinement of staff skills. Accordingly, the cycle described is conceived as an upward
spiral rather than an endless repetitive loop.
Table 9 (page 47) described supervision in terms of four functions.

These

functions in turn are enacted in a cycle of events, each phase of which can be thought
of as a distinct stage with its own qualities and attributes.

But each repeat of the

supervisory cycle represents a spiralling movement upwards to a higher plane as the
supervisee incrementally acquires more skills and competence, thus moving towards a
greater level of professional autonomy.

53

One can turn to Hersey and Blanchard’s (1982) model of situational leadership
for a quick look at the concept of increasing employee competence, as staff move from
a position of newness on the job to mastery of the work. In Blanchard’s (1984) later
revision of the employee developmental scale, he pictures employees moving from a level
of relative incompetence (unable and unwilling or insecure) to a level of high professional
competence (able and willing). This spiral of increasing competence requires a different
level of strategy and intervention during the different stages of supervision and at
different points in the spiral.
This idea brings us back to strictly developmental models of clinical supervision.
In their model, Littrell et al. (1979)

picture the supervisory spiral passing from a

counseling and teaching (didactic) stage, through a consulting (collegial) stage, to a final
advanced stage of self-supervision (autonomy) as the desired goal of supervision.
Similarly, Stoltenberg and Delworth (1987) conceptualize the pinnacle of supervision as
the transformation of the employee into a highly integrated and competent professional,
the result of a developmental and progressive movement through a spiral of supervisory
interventions.

Summary
Clinical supervision is aptly named, both for its supervision of clinical work and
its use of clinical techniques in the provision of supervision. Where supervision must be
seen as a "whole" process combining both administrative and other elements, the clinical
aspect stands out as that most involved in the development of the specific skills required
of direct care staff. It is these interpersonal and decision making skills that are most
required in order to fulfill the goals of human service organizations in the turbulent direct
care environment in which that work is carried out.
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A typology was presented that identified the four major functions of clinical
supervision in meeting this mandate for staff development.

This was followed by a

description of the cyclical manner in which these functions are implemented, a concept
that reinforces the idea of clinical supervision as a developmental process capable of
adapting to and guiding the learning of direct care staff.

An Emergent Model of Clinical Supervision
Examining strictly clinical functions and their most common implementation, we
have arrived at a four function model of supervision, enacted though a six stage cycle.
At this point it is possible to develop this model further by incorporating into it those
aspects of supervision most typically identified in other available models of clinical
supervision.

Essential Elements of Clinical Supervision
The literature is full of descriptions of supervisory roles and skills, basic aspects
of structure and form, teaching and instruction methods, etc. In fact, supervision has
been looked at from virtually every angle, an exercise that has produced a proliferation
of work that is disjointed and disparate. Yet, despite the quantity of these descriptions,
the underlying features believed basic to the enactment of clinical supervision remain
quite similar across most models (Hart, 1982; Shulman, 1982).
A search of the literature focusing on those features ascribed importance in the
supervisory process yields a broad list of such features. Table 12 (page 56) describes the
work of 27 authors in terms of the primary features selected by these writers as essential
to the enactment of effective supervision.
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Table 12.

The primary attributes of clinical supervision

AUTHOR(S)
Bernard (1979, 1981)

PRIMARY EMPHASIS
•

Supervisory skills
Process
Conceptualization
Personalization

•

Supervisory roles:
Teacher
Counselor
Consultant

Borders and Littrell (1987)

•

Supervisory roles:
Teacher
Counselor
Consultant
Researcher

Boyd (1978)

•

Supervisory roles:
Consultant
Counselor
Trainer/instructor
Evaluator

Brannon (1982)

•

Supervision as adult education

•

Facilitative environment and experiential learning:
Modelling desired behavior and skills
Guided reflection

•

Supervisor social reinforcement of learning:
Praise
Approval
Encouragement
Attention

Costa and Garmston (1985)

•

Supervisory focus
Staff behavior
Staff thinking processes

Eisner (1982)

•

Subtleties of supervision:
Attention to expressive character of events
Focus on process of behavior as well as content
Ability to recognize subtle distinctions
Ability to interpret the meaning of events
Ability to use language to express subtlety
Development of rapport in supervisor-supervisee relationship
Appreciate uniqueness among employees
Recognize supervisory meaning as construed by employee

Fant and Ross(1979)

•

Supervisory techniques:
Modelling desired behavior and skills
Evaluating
Anticipating
Directing
Providing opportunities for mutual critique

Table 12 continued, next page
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Table 12. Continued.

Farmer (1988)

•

Basic supervisory competence:
Communication skills

Fox (1989)

•

Critical nature of the supervisory relationship:
Relationship is equivalent to learning
Relationship resembles therapeutic process

•

Primary elements of the supervisory relationship:
Intellectual learning
Modelling
Rapport
Identification
Internalization

•

Attributes of the supervisory relationship:
Trust
Empathy
Openness
Interest
Acceptance
Freedom

Freeman (1985)

•

Basic supervisory element:
Feedback

Goldhammer (1969)

•

Distinguishing characteristics of supervision:
The supervisor’s own behavior
Intimacy in the supervisory relationship

Hansen (1965)

•

Elements of the supervisory relationship:
Personal quality of the relationship
High level of regard for the employee
Genuineness of the supervisor
Empathy

Hart (1982)

•

Basic supervisory element:
On-going evaluation

Hess (1988)

•

Supervisory roles:
Lecturer
Teacher
Case reviewer
Colleague-peer
Monitor
Therapist

Holloway and Hosford (1983)

•

Supervisory roles:
Counselor
Teacher

Kadushin (1974)

•

Supervisory roles:
Teacher
Consultant

Table 12 continued, next page
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Table 12.

Continued.

Littrell, Lee-Borden, and Lorenz
(1979)

• Developmental stages in the supervisory process:
Development of facilitative environment
Development of supportive supervisory relationship
Goal setting and supervisory contract
Supervision as counseling and teaching
Supervision as consultation
Development of autonomy in the employee

Lyles and Joiner (1986)

• Characteristics of effective supervision:
Strong technical knowledge
Ability to work through other people
High expectations of employees
Confidence in the ability of others
Ability to instill values in others
Communication skills

Munson (1983)

• Characteristics of effective supervision:
Structured
Regular
Consistent
Case oriented
Evaluative
• Critical supervisory elements:
Nature of supervisory interaction is as important as content
Supervisory environment is built on trust and safety

Patterson (1983)

• Basic supervisory elements:
Empathy
Respect
Authenticity

Russell, Crimmings, and Lent
(1984)

• Basic supervisory element:

Sergiovanni (1976)

• Basic supervisory elements:
Healthy supervisory climate
Mutual and collegial support
Consistent cycle of supervision
Intense supervisor-supervisee relationship

Serok and Urda (1987)

• Basic supervisory elements:
Trusting supervisory relationship

Modelling

Analysis of employee roles and duties
Case review
Shulman (1982)

• Supervisory skills:
Responding to indirect clues
Contracting
Empathy
Elaboration
Self disclosure
Information sharing
Monitoring skill development

Stoltenberg, Pierce, and McNeil
(1987)

• Basic supervisory elements:
Adaptability of supervision to developmental needs of employees

Table 12 continued, next page
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Table 12.

Continued.

Sullivan (1980)

• Basic supervisory elements:
Shared problem solving
Feedback
Mutual respect
Development of autonomy
Regulation of employee behavior
Modification of employee behavior

Worthington and Roehlke (1979)

• Basic supervisory elements:
Feedback
Supportive relationship
Teaching environment
Supervisory self disclosure of past work experiences
Encouragement
Combination of direct skill training and experiential learning

The attributes of clinical supervision described in table 12 can be additionally
consolidated into broad categories such as supervisory roles, personal attributes of
supervisors, attributes of the supervisory relationship itself, and so forth. Table 13 (page
60) describes a six feature classification of supervisory elements that consolidates the
individual attributes described above.
Note that in the development of this chart, supervisory style and approach are not
considered essential elements in the process of clinical supervision, and no attempt is
made to review work that addresses issues of leadership style or orientation toward
management. The subject of style has been addressed by Russell, Lankford, & Grinnell,
(1984) and others, and Glickman (1981) presents a brief but informative review of the
role of style in the enactment of supervision.

59

Table 13.

A six feature classification of the elements of clinical supervision.

FEATURES OF THE
SUPERVISORY PROCESS

ELEMENTS

BRIEF DESCRIPTION

FACILITATIVE
ENVIRONMENT

Safe
Open
Autonomous

Non-threatening to the employee
Encourages employee self expression and openness
Provides opportunities for independent judgement

The provision of an

Interactive

environment that
deliberately involves the

Sharing
Motivational
Supportive

Exchange of ideas, discussion, and mutual critique
Exchange of information, ideas, and experiences
Encourages risk taking and testing of new ideas
Provides emotional/professional support for growth
Interest in employee needs, feelings, and ideas

supervisee in the learning
process and encourages self
growth, skill development,
and professional
competence

Attentive

Intimacy
Trust
Respect
Empathy

Atmosphere of confidence and trust
Safe environment for sharing ideas and feelings
Mutual respect between supervisor and supervisee

Goal setting

Feedback
Case oriented

Clear goals established for employee growth
Goals and expectations described
Supervisor behaves predictably and reliably
Employee learning reinforced by supervisor
Active critique between supervisor and supervisee
Supervisory sessions actively review client cases

Technical
Listening
Communication

High level of direct care and other technical skills
Listening and other attentive skills
Strong interpersonal and communication skills

essential to the development
of effective supervision

Analytical
Elaboration
Interpretive

Ability to analyze employee and client behaviors
Able to clarify upon analyses of situations
Sensitive to indirect behaviors and subtle situations

PROVISION OF
LEARNING
EXPERIENCES

Adult learning

Active use of principles of adult education
Use lecture and other pedagogical forms of instruction
Supervisor models desired behavior and skills
Allows employee to test ideas and learn from experience
Experiential learning is reviewed and guided by supervisor
Supervisor shares own learning experience with employee

SUPERVISORY
RELATIONSHIP
The critical nature of the
supervisor-supervisee

Supervisor displays empathic understanding

relationship in the
supervisory process
STRUCTURAL
ELEMENTS
Underlying elements that
add form and method to the
supervisory process
SUPERVISORY SKILLS
Personal supervisory skills

Principles and techniques of
adult education basic to
supervision as a learning
process
SUPERVISORY ROLES
The nature of roles that
may be assumed by the
supervisor during the course
of the supervisory process

Clarification
Consistency
Reinforcement

Didactic
Modelling
Experiential
Guided practice
Shared experience

Counselor
Teacher
Consultant
Colleague
Mentor
Evaluator

Active therapeutic relationship allowed and encouraged
Supervisor fills strong instructor/ skill trainer role
Supervisor available as a guide and advisor
Supervisor provides support and encouragement as a peer
Supervisor shows strong interest in employee growth
Monitors, evaluates, and sets direction for employee work
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An Integrated Model of Clinical Supervision
Upon analysis, several categories of features emerge into which most of the
elements named in table 12 (page 56) may be placed. These categories provide the basis
for a six feature classification scheme by which basic elements of the supervisory process
may be categorized and consolidated. Virtually all of the elements named in table 12
may be subsumed under one of these categories, identified as the facilitative environment,
the supervisory relationship, the structural elements that underlie the supervisory process,
the skills required of supervisors, the provision of learning experiences, and the roles
played by supervisors.
Table 13 (page 60) presents the classification, and describes the elements
contained within each category.

It should be noted that many of these features are

considered relevant to general supervision as well as its clinical counterpart.

For

instance, Macdonald (1982) provides a generic model of supervision in which he names
many of these same elements as essential to effective supervisory performance. Within
his facilitative category of supervisory functions he names coaching, motivating, formal
and informal communication skills, and conducting meetings as required skills in effective
supervision. Similarly, Quinn, Faerman, Thompson, and McGrath (1990) identify the
roles of director, producer, monitor, coordinator, facilitator, mentor, innovator, and
broker as the eight supervisory roles essential to competent management.
It is the entire process of clinical supervision, integrated, that distinguishes it
from its more generalized and administrative versions. It is a process that is focused on
the thinking processes of the employee (Costa & Garmston, 1985) and the environment
in which supervision is enacted, as well as the more general considerations of employee
behavior and performance. This integrated model of clinical supervision is described
below in terms of the function, form, and content of clinical supervision.
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Clinical Supervision as a Process: Function, Form, and Content
The depiction of clinical supervision illustrated in table 14 represents the
synthesized supervisory model noted in the opening section of this chapter.

In its

simplicity it captures and consolidates a great deal of information drawn from across
related fields of supervisory thought within the human services and previously identified
in table 9 (four function typology of clinical supervision, page 47), table 11 (six stages
of the supervisory cycle, page 52), and table 13 (the six feature classification scheme,
page 60). Much of that thought is thus integrated into a model describing the supervisory
process in terms of its function, form, and content.

Table 14.

Function, form, and content: An integrated model of clinical supervision.

FUNCTION

FORM

CONTENT

4 FUNCTIONS OF
SUPERVISION

6 STAGE CYCLE OF
SUPERVISION

6 PRIMARY ELEMENTS OF
SUPERVISION

Facilitation
Staff Development
Staff Socialization
Service Delivery

Relationship Building
Planning
Observation
Analysis
Conference
Follow-up

Facilitative Environment
Supervisory Relationship
Structural Elements
Supervisory Skills
Provision of Learning Experiences
Supervisory Roles

As attributes of a process, these three aspects are enacted in concert with one
another, often simultaneously. The aspect of form does not lead, in flow chart fashion,
to function or content but occurs with and at the same time as form and content. The
supervisory process is composed of these aspects; accordingly, each reflects one part of
the total process. The integrated model of clinical supervision identifies the separate
aspects that together constitute the practice of clinical supervision enacted as an entire
process.
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Defining Clinical Supervision
Although providing a definition may seem a primary task to be taken on
immediately, the theme throughout this paper is that the nature of concepts and terms
must be fully understood before attempting any complete definition. At this point, as an
integrated model of clinical supervision has been presented, it is possible to now provide
a broad definition of that process.
A number of definitions of clinical supervision have been offered by various
writers. These range from the broad to the specific. On the broad side, Bartlett (1983)
defines the supervision of individual counseling as an experienced counselor helping a
beginning or less experienced therapist learn counseling by various means.

Farmer

(1988) describes clinical supervision as the process of helping supervisees become
professional in some area of education or health care with the ultimate aim as the
transformation of the supervisee into an independent educator or clinician.

More

specifically, Loganbill et al. (1982) define supervision as "an intensive, interpersonally
focused, one-to-one relationship in which one person is designated to facilitate the
development of therapeutic competence in the other person" (p. 4). Boyd (1978) is very
specific. He asserts that supervision:
is performed by experienced, successful (individuals) who have been prepared
in the methodology of supervision [;]
facilitates the counselor’s personal and professional development, promotes
counselor competencies, and promotes accountable counseling . . . services and
programs [; and]
is the purposeful function of overseeing the work of counselor trainees or
practicing counselors . . . through a set of supervisory activities which include
consultation, training and instruction, and evaluation, (p. 7)
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In their recent book, Bernard and Goodyear (1992) describe supervision with broad brush
strokes, both defining the general role of supervision and identifying its educative, monitoring,
and socialization functions. They define supervision as:
an intervention that is provided by senior members of a profession to a junior
member or junior members of that same profession. This relationship is
evaluative, extends over time, and has the simultaneous purposes of enhancing
the professional functioning of the junior member(s), monitoring the quality of
professional services offered to the clients she, he, or they see(s), and serving as
a gatekeeper for those who are to enter the particular profession, (p. 4)
The British Association for Counseling has a broad code of ethics and practice for the
supervision of counselors. It addresses the nature of supervision, issues of responsibility (for
both the supervisor and the supervisee), and issues of supervisory competence in its ethics
section, and supervisory management issues and confidentiality in its practice code.

In this

document, the primary function of supervision is loosely directed towards ensuring that the
counselor is addressing client needs. The code describes supervision as a formal collaborative
process, encompassing monitoring, developing, and supporting employees and elaborates upon
the range of issues relevant to ensuring professional supervision (Dryden & Thome, 1991). The
standards proposed for supervision by the Australian Association of Social Work (Scott, 1991)
are similar;

they too describe supervision as an organizational responsibility to provide

employees with administrative, educative, and supportive (i.e., administrative and clinical)
supervision.
Sergiovanni (1976) does not provide a succinct definition of clinical supervision, but does
describe its relationship to espoused theory and theory-in-use. Figure 6 (page 65) illustrates his
proposition that clinical supervision is directed specifically toward the alignment of espoused
theory, theory-in-use, and the theoretical platform upon which supervision is built.
However, in the context of the integrated supervisory model proposed in table 14 (page
62), a complete definition of clinical supervision must focus on function, form, and content. In
this light, supervision is more than the development of employee skills, more than a helping
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relationship, more than the alignment of practice with theory, and more than a set of supervisory
activities. Clinical supervision is a dynamic organizational process in which supervisors: (1)
themselves use clinical techniques in providing supervision, (2) focus upon the professional and
personal development of supervisees, and (3) monitor and direct the clinical work of direct care
staff so that their delivery of client services achieves organizational goals in accordance with
organizational and professional standards.
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PREPARE FOR
NEXT CYCLE

%
\

[

SUPERVISORY
THEORETICAL
PLATFORM

ESPOUSED
THEORY
(often known)

1
>J
1
1

/

MODIFY
ESPOUSED
THEORY

/no

I
I
|

NO

PROVIDE
SUPPORT AND
REINFORCEMENT

*

COMPATABLE
WITH
PLATFORM?

YES

j
i

THEORY-IN-USE
(often unknown)

CLINICAL
YES

SUPERVISION

CONGRUENT
ESPOUSED
THEORY?

\
NO
v

Figure 6.

Clinical supervision as a tool to ensure theoretical congruence (Sergiovanni, 1976).

Summary
Clinical practice is the application of mental health techniques aimed at the introduction,
maintenance, or restoration of health in the client system. Clinical supervision is the overall
monitoring and direction of those services that itself utilizes a clinical approach.
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Supervision is a dynamic process, both producing and responding to the learning
environment in which it is practiced. Accordingly, supervision is adaptable, employing methods
most relevant to the immediate situation or appropriate for the skill level of the supervisee.
In the organizational context in which it is embedded, clinical supervision fulfills four
functions: facilitating a supportive learning and work environment, fostering staff development,
providing a means for the professional socialization of staff, and ensuring the delivery of
effective client services (table 9, page 47). These functions are fulfilled through the enactment
of a six stage cycle of supervisory strategies. This cycle, resembling a spiral more than an
endless loop, is directed towards the establishment of a supervisory relationship, the observation
and analysis of supervisee skills, and the planning of goals, staff training, and needed resources
in an individually oriented supervisory conference (table 11, page 52).
In turn, the effective enactment of this cycle is contingent upon six categorical elements
basic to the supervisory process itself. A facilitative environment must be established capable of
promoting and sustaining a strong personal relationship between the supervisor and supervisee,
the basis of which is trust and mutual respect. Within this environment the supervisor assumes
a number of varied roles and exhibits a range of technical and interpersonal skills in providing
an appropriate set of learning experiences for the supervisee.

Finally, communication and

learning within this environment is built upon a structure that adds form and method to the
supervisor’s work (table 13, page 60). Table 14 (page 62) incorporates these factors into a model
that integrates the function, form, and content of clinical supervision.
In short, the essence of clinical supervision includes the development of a supportive
supervisory climate and a base of staff professional skills and values, enacted through a cycle of
observation and discussion, and directed towards the delivery of quality client services in
accordance with organizational and professional values.
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Conclusion
Dendinger and Kohn (1989) note the lack of emphasis in the literature on the evaluation
of supervisory practice, suggesting that poor supervision may be the result of this oversight. On
a different note, Worthington (1987) comments that the literature offers little specification as to
what makes a supervisor effective in the first instance, a criticism mirrored by Borders (1989)
who asserts that the literature provides little empirical evidence about the conduct of effective
supervision. It is simply not possible to adequately evaluate supervisors when we don’t know
what constitutes good supervision in practice.
Culbertson and Thompson (1980) have noted that supervisors do not know what they’re
supposed to do, and that entire organizations are often impaired as a result, but McCleary (1976)
has written that:
no program for the training of supervisors, system for assessing the performance
of supervisors, or strategy for the improvement of supervision can be undertaken
without the specification of what supervisors must be able to do when they
engage in the act of supervising, (p. 30)
It is no surprise, then, that "despite the criticism of supervisory practices in social welfare
organizations . . . close supervision is still ubiquitous in the field" (Patti, 1980, p. 51) and that
clinical supervision is not the norm in the human service environment.
It has been asserted throughout this review that supervision is described by theoreticians
in a disparate, disorganized, and unsystematic fashion and is poorly understood by practitioners.
Yet any failure to understand or implement clinical supervision in an industry that espouses its
critical nature must be seen as more than a failure of an individual employee or organization, or
a failure of the literature or a training program.
Carifio and Hess (1987) assert that supervisors must follow some kind of broad,
normative model of supervision in their work; in this literature review I have attempted to provide
such a framework through a synthesis of current supervisory description and theory. But Finch
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(1977) writes that supervision must be seen as occurring within an organizational climate, a
context that either stimulates or inhibits supervisory performance.
Within the organizational culture, supervision is as much affected by "the constellation
of social influences to which the supervisor is exposed" as prevailing organizational standards and
formal expectations, and in that constellation the supervisor is quite likely to be influenced by the
expectations and thinking of senior managers (Pfeffer & Salancik, 1975, p. 152). To this degree,
the character of supervision is reflected in both the formal arrangements of the organization and
in the patterns of management thought (Bunker & Wjinberg, 1988).
The limited use of clinical supervision in the human service environment must be
considered a systemic failure involving multiple aspects of the organization and industry, from
management practices through supervisory training, whose causes must be further researched and
analyzed.
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CHAPTER 3
RESEARCH AND DATA COLLECTION DESIGN
This chapter describes the theoretical basis for the study design and why the case study
approach was selected as the research model. The selection of the study site and sample is
explained, and the site is described in terms of organizational structure and provided services.
Following this introduction, the theoretical assumptions that guided the data collection
process are described and the types and sources of collected data are outlined. Details of the
instrumentation used are provided also, identifying the survey, interview, and observational
techniques employed in the study.
A section follows that describes theoretical procedures for data analysis, and the chapter
concludes with a description of the method used to ensure the rights and protection of study
participants. Where this chapter details the theoretical and practical basis of the study design,
Chapter 4 discusses the operationalization of the design and provides the specific details of the
data collection process.

The Model for the Study
The study design was defined and guided by three elements, each of which is a separate
model in its own right. Nadler and Tushman’s (1980a, 1980b) congruence model provided the
basis for understanding how the components of any organizational system fit together to produce
an outcome. The function, form, and content model of supervision, (table 14, page 62), served
as the foundation upon which interviews, surveys, and direct observations were built and later
analyzed.

Finally, Argyris and Schon’s (1974) model of espoused theory and theory-in-use

focused the study design and data analysis on discrepancies that were hypothesized to exist
between organizational beliefs about supervision and the actual manner in which supervision is
practiced.
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In addition, data were gathered at several distinct hierarchical levels within the
organization that coincide with one or more points in the Nadler and Tushman scheme. Figure
7 illustrates the relationship between the three models in this study, the organizational levels, and
the methods used for data collection at each level.

Figure 7. The relationship between the three underlying models, data collection points within
the organization, and data collection methods.
In this model, the supervisory system is the outcome of the interplay between the formal
organizational arrangements for supervision, the characteristics of the employees participating
in the supervisory process, the informal culture in which supervision is actually conducted and
which carries the belief system about supervision, and the task of supervision itself and how it
is actually implemented.
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Research Design
The Case Study
The case study attempts to illuminate a decision or set of decisions and describe why they
were made, how they were implemented, and with what result (Yin, 1989). The case study is
a means for examining a phenomenon within the boundaries of its contextual environment, whose
purpose is "to reveal the properties of the class to which the instance being studied belongs"
(Guba & Lincoln, 1981, p. 371). Yin (1989) describes the case study as:
an empirical enquiry that:
•
•
•

investigates a contemporary phenomenon within its real-life context; when
the boundaries between phenomenon and context are not clearly evident; and in
which
multiple sources are evidence are used
(p. 23).

Miles and Huberman (1984) characterize the kind of data collected through the case study
approach as well-grounded, rich in descriptive material, and a source of meaningful explanation
derived from the local context of the phenomenon under study. To remind the reader that the
subject of the case study always takes place in a specified setting, they choose the word "site"
over "case" to describe the "bounded context in which one is studying events, processes, or
outcomes" (p. 28).
In short, the case study method is itself a clinical approach to understanding phenomenon.
It is a means for examining and clarifying events within the environment that gives rise to them,
and a method for interpreting events based on multiple sources of evidence found within that
environment.

Where cases can be selected that are rich in information, the case study is a

particularly useful way to understand a special problem or unique situation in depth (Patton,
1990). Stake (1978) contends that the case study approach is often the preferred method for
research, providing "more valid portrayals, better bases for personal understanding of what is
going on, and solid grounds for considering action" (Stake, 1981, p. 32).
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The Selected Case Study Design
In this study, barriers that obstruct the use of clinical supervision for direct care staff
were examined through the case study approach. The study was an embedded single-case design
(Yin, 1989), in which a single human service organization was selected as the subject of the
study.

Although single study in design, the site selected was a multi-site organization and

provided an opportunity for cross-site analysis within the study. The primary unit of analysis was
the environment in which supervision occurs, and this environment was studied through the sub¬
units embedded within it. These sub-units include the executive level of the organization, the
individual program level at which services are delivered, the level of direct care at which
supervision is directed, and the supervisory level upon which supervision actually takes place.
Figure 8 provides a basic flow chart of the case study design.
RESEARCH DESIGN

DEVELOP THEORY
AND RELATED
PROPOSITIONS

DATA ANALYSIS

DATA COLLECTION

REPORTING —
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Figure 8. Case study design.
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QUALITATIVE DATA
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MODIFY THEORY,
IF NECESSARY

Selection of the Case Study Site and Generalization
As a single case study (n= 1), the case was intentionally selected. Unlike methods for
probability sampling, purposeful sampling seeks cases rich in information as the basis for enquiry
"from which one can learn a great deal about issues of central importance to the purpose of the
research" (Patton, 1990). The deliberately selected "critical case sample," as Patton describes
it, reflects a case site capable of yielding much information and of particular importance in the
overall scheme of things.
Probability sampling selects cases that may be statistically generalized to larger
phenomenon. But in the case study, it is not possible to make such generalizations to larger
populations or universes.

Instead loose generalization is possible only through analytical

reference to previous theory, which may serve to validate the findings and allow these to be
applied under similar conditions or to related theory. It is the premise of most case studies that
selected cases represent other similar cases, and that generalizations can be made for a
homogeneous class of events or individuals (Borg & Gall, 1983).
Guba (1978) proposes that the researcher do everything possible to establish
generalizability, but recognize each possible generalization as a working hypothesis only, subject
to re-testing in each new environment. Similarly, Cronbach (1975) and Guba and Lincoln (1981)
contend that when weight is given to local conditions, generalizations become working hypotheses
rather than conclusions. Cronbach et al. (1980) suggest that the research design should balance
depth, breadth, realism, and control so as to allow reasonable extrapolation rather than
generalization.
Extrapolation is described by Patton (1990) as modest speculation on the likely
applicability of findings to other situations, under similar, but not identical conditions.

He

suggests that sampling methods for qualitative studies can be planned for extrapolation rather than
generalization.
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Case Study Site: The ABC Human Services Agency. Tnc.
Marshall and Rossman (1989) describe the ideal site as one in which: (1) entry is
possible; (2) there is a rich mix of many of the processes, people, programs, interactions, and/or
structures that may be a part of the research question; (3) the researcher can devise an
appropriate role to maintain continuity of presence for as long as necessary; and (4) data quality
and credibility of the study are reasonably assured.
For these reasons the ABC Human Services Agency, Inc., one of the largest human
service organizations in New England and by far the largest in its geographical catchment area,
was the site selected for the study. ABC is a non-profit, private corporation with an overall
working budget of over $14 million and a work force of over 400 employees.

It was an

especially good choice for a single case study for the reasons stated and because of its
organizational structure.
ABC is a largely de-centralized organization with a central corporate structure that
coordinates the activities of multiple sub-units, each of which provide direct client services. The
corporate hub, located in the largest city of Western Massachusetts, provides only indirect
services for its individual sub-units which are spread out throughout western Massachusetts and
even a neighboring state. These services include a central organization for the administration of
personnel, fiscal, payroll, and accounting practices, and the integration of individual programs
(i.e., sub-units) at the level of senior program management. The central office, or "corporate"
as it is known, provides direction for the organization as a whole through the "Corporate
Management Group" (CMG), a group of four executive corporate officers headed by the Chief
Executive Officer (executive director).
Cameron (1980) refers to organizations such as ABC, whose parts are loosely tied
together, as "organized anarchies." Few common structures bind the sub-units of the organized
anarchy together, and the organization as a whole is characterized by several salient features.
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Cameron describes the organized anarchy as essentially a large scale organization with poor
internal and external communication, maintaining that it is difficult to assess the effectiveness
of this class of organization. Characteristics of the organized anarchy are described in more
detail in Table 15.

Table 15. The characteristics of the organized anarchy (Cameron, 1980).

CHARACTERISTIC

ELEMENT
• Poorly defined

GOALS

• Complex
• Changing
• Contradictory
• Sub-units pursue goals unrelated to general organizational goals
MEANS-ENDS
CONNECTION

• Unclear
• No obvious connection between technology, work methods, and outcomes

STRATEGY

• More than one strategy produces the same outcome
• Little variation in products regardless of strategy employed

FEEDBACK

• No feedback loop
• Little feedback between input-output and output-input cycles
• Casual connections between output and input are untestable

ENVIRONMENTAL
FORCES

• Environmental influences are partitioned among sub-units
• Turbulent environmental forces seldom diffuse throughout entire organization
• Trouble spots are contained within one or few sub-units

MEASURES OF
SUCCESS

• Different criteria for success operating simultaneously throughout the organization
• Pursuit of success in one sub-unit may inhibit success in another
• Competing criteria for success yields compromises between sub-units

INTERNAL
LINKAGES

• Ambiguous connection between formal organizational structure and the actual activities of the
organization (i.e., "formal and "informal" organizational arrangements
• Rigid structures imposed upon loosely understood processes

Individual ABC programs (sub-units) range in size from large to small, and are typically
headed by a program director. Largely autonomous from one another and the corporation, these
programs deliver human services directly to the community. Characteristic of the organized
anarchy, individual ABC programs and the parent corporation are loosely linked and their
individual production methods are independent of other sub-unit operations. Approximating the
intensive technology described by Thompson (1967), these methods are largely dependent upon
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the nature of the human service client system (i.e., the "object" undergoing technological change)
rather than the overall structure of the parent organization.
The range of services provided by ABC agency, through its individual sub-units, runs the
social services gamut. Operating 29 individual programs, ABC provides services to senior adults,
adults, adolescents, children, and families.

ABC operates mental health, juvenile justice,

educational, temporary shelter, and sheltered employment programs as well as two licensed
mental health clinics, and has over 1000 clients on its records on any given day. However, a
number of individual programs are under the management of a single program director; in
such cases, these programs are either considered program components of larger parent programs
or sibling programs under single directorship. 12 Program Director level positions oversee the
range of ABC programs. Although largely independent, organizational sub-units are bound by the
broad policies and standards set by the corporate office for the entire organization, the structure
of which is represented in figure 9 (page 77).
Sampling Within the Site
Although a questionnaire survey was initially administered to 100% of direct care
supervisors within ABC, the main focus of the study was limited to a sample of supervisors
selected from within individual ABC programs. Seven programs of the ABC agency under the
direction of five program directors were used as the sites for data gathering and/or detailed
observation.

These programs were chosen to represent the diversity of ABC programs and

additionally approximate the varied services offered by the human service industry in general,
thus allowing extrapolation to the larger field.
Within each site, supervisors were asked to volunteer for additional surveys, interviews,
and direct observation. 100% of the direct care staff supervised by these selected supervisors
were surveyed also.
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Figure 9. The organizational structure of ABC Agency.

Summary of the Research Design
The clinical method of the case study design is well suited to the study of organizational
environments. Although not a statistically sophisticated approach, the case study allows direct
observation of phenomena in their natural environment, and provides a rich basis for analysis and
interpretation.
In this study, a single case design was used at a multi-site organization where embedded
sub-units of analysis were used to discover qualitative data about the supervisory process in the
work site. The ABC agency provides a solid base for a case study, as its individual programs
cover a wide range of social services, and allow extrapolation to the wider industry as a result.
In particular, data on formal organizational operations were gathered at the executive and
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program management levels of the organization, and information on the actual practices of the
organization was collected at the supervisory and direct care level.

Data Collection Design
Theoretical Basis for Data Collection
The authors of the Michigan Organizational Assessment Package (Institute for Social
Research, 1975b) consider that the collection of data should always be guided by an underlying
theoretical model that explains organizational functional behavior. According to Lawler, Nadler,
& Cammann (1980), there are 7 areas basic to the assessment of organizations: (1) organizational
task, (2) individual organizational employees, (3) groups of employees, (4) formal organizational
arrangements, (5) the informal organization, (6) the surrounding organizational environment, and
(7) the nature of organizational outputs.
Four of these areas form the basis for the congruence model proposed by Nadler and
Tushman (1980a, 1980b) and described in Table 3 (page 19), which in turn provides the
theoretical basis for this study.

The functional inter-relationship between the four elements

provides the logical basis for data collection; accordingly, data were gathered on: (1) the defined
organizational task, (2) the formal organizational structure in place to meet this task, (3) the
characteristics of individuals employed to fulfill task requirements, and (4) the implicit
organizational arrangements that actually exist and influence work.

Triangulation in Data Collection
The case study method calls for multiple sources of evidence in data collection, a process
often referred to as triangulation. Information about a phenomena is assembled from several data
sources and is, in effect, cross referenced so as to unmistakably develop a more exact knowledge
base and source for the interpretation of data. Through the use of triangulation, data relevant to
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theoretical propositions can be gathered from multiple data sources, and hence be tested for
internal consistency.
(D)ata-source triangulation involves the comparison of data relating to the same
phenomenon but deriving from different phases of the fieldwork, different points
in the temporal cycles occurring in the setting, or . . . the accounts of different
participants. . . involved in the setting. (Hammersley and Atkinson, 1983,
p. 198)
Fielding and Fielding (1986) comment that although triangulation provides no assurance
of validity, it does allow the researcher to critically review the data gathered, to identify
weaknesses, and to identify areas in need of further examination. In this context, the role of
triangulation is to increase the researcher’s confidence in the findings.
Triangulation can be used to test a conclusion: "Stripped to its basics, triangulation is
supposed to support a finding by showing that independent measures of it agree with or, at least,
don’t contradict it " (Miles & Huberman, 1984, p. 234).

The Data Collection Process
Data were gathered at different source points, using several methods for collection.
Patton (1990) refers to this concept as the "triangulation of sources." It requires comparing data
that has been gathered at different times and by different qualitative means for consistency:
checking observational data against interview data, public opinions against private, the
perspectives of people with different points of view, validating information gathered from people
against information gathered from documents, etc.
General details of the data collection process follow; as noted, particulars regarding
operationalization are located in Chapter 4.

Executive Level. This level is effectively the equivalent to the "corporate" level of ABC,
and is comprised of the Corporate Management group (CMG), central personnel administration,
fiscal management, and other indirect support services to individual programs.
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Data about the espoused organizational task and formal organizational arrangements were
collected through the process of interviews and document review and analysis; additionally,
interviews at this level yielded information about organizational beliefs regarding the supervisory
task and the informal culture of the organization. Interviews were conducted with all members
of the Corporate Management Group (Chief Executive, two Assistant Executive Directors, and
Director of Adult Services) and the Personnel Director.

Program Level. Direct services to clients are provided at this level of the organization.
Information about the formal and informal expectations of supervisory staff was gathered through
interviews with five Program Directors, and document review.

Supervisory Level. At this level, data were gathered about supervisor demographics,
beliefs, expectations, and self perceptions, as well as the organizational task itself (i.e., the
supervision of direct care staff).

Several methods were used to collect data at this level,

including separate questionnaire surveys, interviews, and direct observation.
A preliminary questionnaire survey was administered to all direct care supervisors and
a sample of supervisors was selected for an additional questionnaire survey, interviews, and
observation.

Direct Care Level. All direct care staff under the supervision of the smaller sample of
selected supervisors were asked to participate in the study. Data collection at this level was
limited to questionnaire surveys.

Methods. foi-Pata Collection
As discussed, the case study used multiple methods and sources for data collection. Data
were collected through direct care and supervisory staff surveys, multiple interviews, direct
observation, and a review of organizational documents.
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Survey Design
Lawler et al. (1980) define the questionnaire as a pre-structured, self-administered
interview. Several types of questionnaires are possible, distinguished by two criteria. One lies
in the depth and breadth of the questions asked by the instrument. These can range from closeended questions that require respondents to choose from a set of pre-specified responses, or open
ended questions that allow respondents to structure their answers as they see fit.

The other

criteria involves the actual design of the instrument. Lawler et al. (1980) note that questionnaires
can be selected off-the-shelf from standard designs, modified from standard designs, or
completely custom designed for the particular survey at hand.

Table 16 identifies the

questionnaire formats selected for this study from among a matrix of possible designs.

Table 16.

A matrix of possible questionnaire designs. The design selected for the study
involved a largely customized design, with a combination of fixed and limited response answers.

QUESTION DESIGN
(BREADTH AND DEPTH)

FORMAT DESIGN

Standardized

Modified standard

Customized

»

'

Fixed response answers
Combination of fixed and
limited response answers
Limited response answers

Selected questionnaire design

Combination of limited and
open response answers
Open response answers

In this case study, three primary questionnaires were used to gather demographics,
opinions, information about the provision of supervision, perceptions of supervision, and
professional knowledge. Secondarily, a fourth brief survey was used to measure the impact of
the researcher’s presence upon observed supervisory sessions. In each case, the instruments
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were custom designed, with largely fixed response questions capable of either nominal or ordinal
level coding.
A questionnaire was administered to all direct care supervisors, prior to interviews and
the observation of supervisory sessions.

The questionnaire was designed to gather basic

demographic information about supervisors, as well as baseline material on clinical knowledge
and supervisory practice. Selected supervisors completed a second questionnaire that gathered
data on self perceptions regarding the delivery of supervision.

In addition, direct care staff

supervised by the selected sample were asked to complete a survey that addressed both
demographics and their perception of supervision. Finally, direct care staff whose supervisory
sessions were observed were asked to complete a brief questionnaire regarding the observed
session. Copies of all questionnaires can be found in Appendix A.

Interview Design
"The most direct and probably most frequently used way of assessing how an organization
functions is to ask the people who live in it" (Lawler et al., 1980, p. 326). Udinsky, Osterlind,
and Lynch (1981) conceptualize the interview as "a two-person process through which usable
information relative to the respondent’s knowledge and/or feelings about a topic is obtained"
(p. 127). More to the point, Murphy (1980) describes the interview as a "conversation with a
purpose" (p. 75).
As with the questionnaire, several types of interview designs are possible. A number of
authors have elaborated upon designs, but these can be broken down into the three basic
categories of the highly structured, the semi-structured, and the highly unstructured.
The unstructured or clinical interview essentially consists of a free flow of questions and
open ended answers, using a format or protocol that guides the researcher through the interview
process.

Marshall and Rossman (1989) note that the unstructured, or "in-depth," interview

resembles a conversation more than it does a formal, structured interview; Patton (1990) refers
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to this type of interview as the "informal conversation" interview (p. 281). Both Schatzman and
Strauss (1973) and Guba and Lincoln (1981) consider this interview method the preferred form
for the qualitative researcher, with a skeletal "tracer" serving as the researcher’s underlying
script. Similarly, Murphy (1980) favors this form, and refers to it as the "intensive" interview.
Following a format provided by an interview guide, the aim of the intensive interview is to not
only gather data, but also to thoroughly capture the spirit of the interaction.
At the other end of the spectrum, the formal interview is a structured process that follows
a rigid format of questions and may go so far as to allow only fixed response answers. Like
Schatzman and Straus (1973), Murphy (1980) considers the structured style interview to be more
appropriate for formal surveys and polls than for field research. Udinsky et al. (1981) identify
three types of structured interviews: fixed response only, fixed responses with "other" option, and
questionnaire format simply administered by the interviewer. This last type approximates the
"survey" interview identified by Yin (1989). Generally, the structured interview, although taking
a range of forms, is clearly a more rigidly defined interview that provides the greatest opportunity
for quantitative coding, and the least possibility for open ended and free exchanges between the
interviewer and respondent.
Somewhere in the middle lies the semi-structured interview, providing a combination of
open ended and fixed response answers (Borg & Gall, 1983). Yin (1989) refers to this type as
the focus interview, and Lawler et al. (1980) as the structured, open ended interview.
Bouchard (1976) simple refers to interview formats as Types I, II, III, and IV, based on
the nature of the designed responses (fixed or open) and questions (structured or unstructured).
His typology is presented in Table 17 (page 81, 84), and table 18 (page 84) provides an overview
of the three approaches to interviewing.
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Table 17. A 2X2 matrix of interview types, based on the nature of questions and responses
(Bouchard, 1976, p. 372).

RESPONSES

QUESTIONS
Specified

Specified

Unspecified

TYPE I

Unspecified

TYPE

TYPE

n

in

TYPE IV

This study utilized the semi-structured interview described in table 18 below. Interviews
were based on a clearly defined set and sequence of questions, but with the flexibility to pursue
items of special interest, tangential issues, or concerns idiosyncratic to any particular interview.
Although most answers were open responses, the questions were designed to elicit specific types
of data. Copies of the interview formats used for each position are included in Appendix B.

Table 18. Attributes of the structured, semi-structured, and unstructured interview formats.
SEMI-STRUCTURED

STRUCTURED
QUESTIONS

Fixed

UNSTRUCTURED

Fixed, with flexibility and the

Informal, following skeletal

use of a question guide

frame only

ANSWERS

Fixed, with open option

Open, with stated questions
that allow codable responses

Open

SEQUENCE

Fixed

Largely fixed, but with some
flexibility

None

CODABILITY

High

Moderate

Low

RICHNESS OF DATA

Moderate

High

Very high

FLEXIBILITY

Low

Moderate

High

REPLICABILITY

High

Moderate

Low

COMPLEXITY OF DATA

Low

Moderate

High

Observation Design
In much the same way as different designs exist for conducting survey and interviews,
the observation phase of a case study can be handled in several different ways. Quite simply,
observation is a data collection method by which information is gathered through the researcher’s
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own observations of the phenomena under study. In some cases, the process may be direct and
the behavior of employees while engaged in work activities is directly observed by the researcher.
In other instances, the researcher may use indirect methods, or unobtrusive measures, that may
include looking for physical evidence establishing the existence of some phenomena; for example,
counting how many cigarettes are smoked during staff meetings in order to assess a variable such
as "level of anxiety." In any case, the intention is to observe elements of organizational behavior
in a manner that is as unbiased as possible by the perspective or opinion of a respondent, the
prepared materials of an organization, or the limitations of a survey format.
The most common form for this data collection method is that of participant observation.
The term is used slightly differently by different authors, but refers to the means by which the
researcher attempts to understand a process or environment in depth, through the researcher’s
own involvement in that environment on some level. The concept is founded on the idea that an
event can be best interpreted by the synthesis of an outside (observational) and an inside
(participant) point of view (Hader & Lindeman, 1933).
Udinsky et al. (1981) describe participant observation as a means to collect data through:
direct contact with real life situations and by observing behaviors as they occur
naturally . . . (permitting) more or less continuous observation’s of a program’s
staff and/or service recipients in situ while the program is in operation, (p. 138)
Udinsky et al. (1981) and Bouchard (1976) describe four levels of observer involvement,
ranging from "complete" participation to "complete" observation. In the former instance, the
observational role is kept secret and the researcher acts as a legitimate staff member; at the other
end of the range, the researcher has no formal participative role but is a silent observer of the
program activities. The two remaining levels provide for the "participant as observer" where the
observer’s role is known but participation is stressed, and the "observer as participant" in which
focus is more heavily placed upon observation than participation. Bouchard describes the latter
as the "standard anthropologist role" (p. 386).

85

Yin (1989) describes the general nature of observation as direct observation, and reserves
the term participant observation to describe a non-passive role in which the field researcher plays
some active role in the system under study. Similarly, Schatzman and Straus (1973) consider the
term relevant only in situations in which the observer is a full participant in ongoing activities,
whether the research identity is fully known or hidden. They describe six levels of observation
that also run along a continuum:
(1) Watching from the outside, where the researcher physically remains outside
of the observed environment, using mirrors, video cameras, etc. to observe
behavior.
(2) Passive presence, in which the observer does not interact with the subjects
under study.
(3) Limited interaction, where the observer is only minimally engaged with
subjects and only where necessary.
(4) Active control, in which the researcher controls interactions in order to
provide particular information.
(5) Participant observation, with the researcher as a full participant in ongoing
program activities, with identity fully known.
(6) Participation with hidden identity, in which the researcher’s true identity is
kept masked (pp. 59-63).
The observational method to be used in this study is that described by Murphy (1980) as
"transient” observation.
As defined here, the transient observer observes without disguise, is clearly an
outsider, and is faced with tight time constraints. Unable to actively participate
in the life of the program and observe day-to-day activities, the transient observer
uses all his(her) senses as (s/)he interviews subjects, attends meetings, roams the
halls, and generally hangs around, (p. 112)
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Hanlon (1980) describes three important aspects of observational methods as (1) the scope
of observation, (2) the degree of structure imposed upon the observational process, and (3) the
method for recording data. In the first case, he notes that observational studies of limited scope
provide more control for the researcher, and data are usually more reliable and valid due to
limited range of study. In the case of structure, Hanlon asserts that the structural make-up of the
observation method is reflected by the degree of predetermined specificity around objects of
special interest, the nature of the coding systems that the researcher may apply to observational
findings, premeditated questions that may be asked in the observational setting, and so on; he
describes the observation method as highly structured, moderately structured, or unstructured.
With respect to his third point, Hanlon simply refers to the manner in which the
researcher captures observational data, including how, what, and when.

In structured

observation, instruments and procedures are used to very specifically direct the researcher as to
what pieces of information should be collected, and how.

But even in the unstructured, or

clinical, mode of observation where there may be no formal protocol guiding the data collection
"some kind of implicit underlying structure ... at least directs the attention of the observer in
general terms" (Lawler et al., 1980, p. 339).
In this case study, observation was directed towards gathering specific types of
information that pertained to supervisory methods, and the use of clinical supervision in
particular. Accordingly, the format was semi-structured, and utilized a data recording format that
allowed information to be methodically gathered and coded nominally. A copy of the Observation
Form can be found in Appendix C, along with a copy of the categories used to code behaviors.
Table 19 (page 88) provides a 3X3 matrix of observational methods, identifying the
method selected for use here as semi-structured transient observation.
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Table 19. A 3X3 matrix of observational methods, identifying the method selected for use in
this study.

TYPE OF STRUCTURE

TYPE OF OBSERVATION
Participant

Non-participant

Transient

Structured
Semi-structured

SELECTED METHOD

Unstructured

Unobtrusive Measures; Documents and Other Data Collection
The use of unobtrusive measures for collecting data are of great importance in the
development of a well-rounded research design. Organizational documents and archival records
are important sources for such data, and Lawler et al. (1980) describe these as "perhaps the
richest source of unobtrusive measures" (p. 343).
Guba and Lincoln (1981) draw a clear distinction between documents and records. They
describe the record as any written statement that attests to or provides an account of an event;
documents are all written materials in use, other than records. In this study, documents are
defined as organizational and program written material in current use.

These will include

policies, procedures, instructional materials, etc. currently used to define standards and
expectations, and to guide and shape the work of direct care supervisors. Archival records are
past policies, memos, and other organizational written material that help to build a history of
supervisory practices and expectations. Archival materials also include stored records that track
the use of supervision and maintain a history of work performance.
However, in all cases, as warned by Bouchard (1976) and others, documents and records
must be treated with caution and should never be taken at face value. Often these records reflect
the way things should be, but aren’t, or have been juggled for political or other reasons. A
common problem is that invalid data has been consciously added to records systems: "People
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frequently provide the organization with the information that they think it wants or information
that will reflect well on them, rather than information that is valid" (Lawler et al., 1980, p. 345).
On its own, a document provides little valid information and is "often useless or suspect"
(Murphy, 1980, p. 123).

Accordingly, a strategy for document retrieval and analysis must

include cross checks against other documents written from different perspectives, and be part of
a larger research strategy that links data through triangulation.

Instrument Design
The use of instrumentation in data collection helps to cut down on the collection of
superfluous data and allows the same procedures to be followed across studies (Miles &
Huberman, 1984). In serving as a framework to guide data collection, Miles and Huberman
suggest the use of empty table shells that outline in detail the specific data to be gathered.
Formats like these help the researcher to identify exactly what data must be collected, assure that
the same data will be gathered across sites (or sub-units), and place data into a physical
instrument that will assist in later analysis and display (Yin, 1989).
Instruments can also provide the basis for coding procedures. In this study both survey
and observational materials were capable of recording data in codable form. The coding process
allows data to be treated in terms of overall themes and types of events and permits easy access
to data that may otherwise be difficult to retrieve.

Through the coding process, it was also

possible to attach nominal or ordinal level scores to behavior and events, and to apply quantitative
methods to data analysis.

The Design of Survey and Interview Instruments
Three primary surveys were used in this study, along with a fourth secondary survey.
A review of available survey instruments, including the Michigan Organizational Assessment
Questionnaire, the Professional and Management Position Questionnaire, the Supervisory Skills
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Inventory, the Kiesler Impact Message Inventory, and others, found these materials generally
inadequate or inappropriate for this study. In most cases, existing material is either too narrow
(directed towards soliciting quite specific information that falls outside of the focus of this study)
or too broad (seeking generic information applicable to a vast range of situations). A review of
16 available survey instruments is included in Appendix D.
The questionnaire instruments used in this study were custom-designed to fit the specific
needs of this study, although they borrowed from existing survey instruments.

Each

questionnaire was designed with a combination of fixed and limited response questions capable
of both nominal or ordinal coding. A semi-structured interview format was used, based on a
clearly defined set and sequence of questions.

Data Analysis
Lawler, Nadler, and Cammann (1980) note that although many of the most important
insights that exist about organizations have come from case studies, their great weakness lies in
their inability to generalize due to a lack of quantitative data. They suggest that the solution is
to build in quantitative measures whenever possible, depending upon the nature of the study. "If
case studies regularly included (quantitative) data ... we would eventually be in the position of
having studies that are cumulative and more directly comparable" (p. 40).
Accordingly, this study includes the statistical analysis of data whenever possible.
However, due to the case study method and the limited and purposeful site sampling procedure,
such analysis will be limited to descriptive statistics applicable only within the site.

Theoretical Analysis
Becker (1958) notes that qualitative field research produces an immense amount of
detailed information and describes the operations basically necessary to the careful analysis of
field work.
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He first notes that analysis is carried out sequentially, with much of the process occurring
while the researcher is still in the process of gathering data. He identifies four distinct stages in
the process of analysis, each of which is distinguished by its logical intent, by the different
criteria used to draw conclusions in each stage, and by the different uses that such conclusions
are put to in the overall design. A summary of Becker’s model is drawn from his work and
presented in Table 20.

Table 20. Four stages of data collection and analysis in the case study methods (source:
Becker, 1958).

STAGE

SELECTION AND
DEFINITION OF

LOGICAL INTENT OF STAGE

CRITERIA FOR
INCLUSION EN STAGE

PURPOSE OF STAGE

Seek and define problems and
concepts that appear to aid an
understanding of the phenomenon
under study

Reliability of informational
sources

Speculation about
possibilities

QUASI-STATISTICS

Checking the frequency and
distribution of phenomenon

Observation and ability to
record phenomenon

Extent or likelihood of
problem existing in any
meaningful way

DESIGN OF MODEL

Incorporation of individual
findings into a general model of
organizational system

Discovery of relationships

Statement of necessary and
sufficient conditions for the
existence of the
phenomenon, or

PROBLEM

and ability to piece these
into an interconnected model

Statement that the
phenomenon is important
or basic in organization, or
Statement describing a
situation as a concrete
example of a more abstract
theory
ANALYSIS AND
PRESENTATION

Ability to conceptualize the
problem and generate
meaningful hypotheses

Rechecking and rebuilding
model, with safeguards against
errors

Presentation of evidence to
support conclusions of the
model

The first stage involves the selection of the problem, concepts, and indices; the second
involves the use of "quasi-statistics," by which the frequency and distribution of the phenomena
is established; the third incorporates data into a model of the organization under study; and the
fourth stage requires the final analysis and presentation of evidence.
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In short, Becker’s

description of the entire analytical process includes research design, statistical analysis, theorizing,
and presentation.
Becker comments that the nature of field work prevents the orthodox use of statistical
procedures, and he refers to the researcher’s use of "quasi-statistics," asserting that the field
worker’s conclusions may be "implicitly numerical [but] do not require precise quantification"
(p. 656). However, he notes that the pursuit and presentation of qualitative work is likely to be
enhanced if the logical structure of quantitative research is followed.
Prior to presentation, the final stage of analysis requires that the researcher build a
general model of organizational behavior. Becker (1958) comments that the most common kinds
of conclusions at this stage are: (1) complex statements of the necessary and sufficient conditions
for the existence of some phenomenon, (2) statements that some phenomenon is an important
basic element in the organization, or (3) statements identifying a situation as an instance of some
process or phenomenon described more abstractly in theory. Yin (1989) refers to this kind of
model building as analytical generalization.
Yin (1989) describes two levels of generalization. The first is the level at which theory
is used a template to match and compare the findings of different studies.

Level two

generalization builds on level 1 by deriving statistical inferences based on the characteristics of
larger populations. Yin asserts that level 1 analytic generalization is the only appropriate level
for case study analysis. It is at Becker’s third stage of analysis, or Yin’s level 1, that models of
the organization are built and compared against proposed theory. This study directs its analysis
towards understanding the practice of clinical supervision in the work place, and will develop a
model proposing the necessary and sufficient conditions that exist to obstruct the use of such
supervision.
Strauss (1987) asserts that without basing theory on data, it is purely speculative and
ineffective. Equally, without an evolving theory to guide data analysis, it is not possible to make
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sense out of complex social phenomena. He refers to this analytical approach as "grounded
theory" because of its emphasis on the generation of theory and the data upon which the theory
is based, or grounded.

Rather than beginning with a hypotheses (hypothetico-deduction),

qualitative researchers generate hypotheses from their data (analytic induction) (Kidder, 1981).

Protection of Human Subjects
Principle 9 of the American Psychological Association (1982) provides for the protection
of human subjects. The principle, subdivided into ten sub-principles, recognizes that "ethical
considerations must always accompany scientific research when it is applied to human research
participants" (p. 15) and that researchers must recognize the often unintended and complex
consequences of gathering knowledge. The ten sub-principles aim at protecting subjects from
exploitation, coercion, discomfort or harm, or other undesirable consequences of participating
in the research project, and place the responsibility for ensuring an appropriate research
environment upon the researcher.
Based upon procedures suggested by Locke, Spirduso, and Silverman (1987) to safeguard
the rights and privacy of human subjects in research, the following measures were adopted for
this study:
(1)

Subjects were informed, in person and in writing, of the general nature of the
research and of their role.

(2)

Subjects received an explanation of all data collection and analysis procedures
used in the study, as well as the use of such materials.

(3)

Subjects had and continue to have the opportunity to have any questions answered
concerning the purposes, procedures, discomforts, or risks inherent in the study.

(4)

Subjects were instructed that they were free to withdraw consent and to
discontinue participation in the study at any time, without reprisal.
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(5)

After reasonable consideration, subjects signed a written document affirming that
they were informed of the general nature of the research and consented to give
their full cooperation.

Only subjects who signed this written consent were

included in the study.
(6)

Subjects were offered an opportunity to receive feedback on the results of the
study at an appropriate later date, upon request.

Copies of the informational material and Participation Consent Form can be found in
Appendix E; signed copies of all consent forms have been kept on file.

Summary; Strength of the Design
Using the convergent techniques of triangulation, the case study builds a "chain of
evidence," linking the research propositions to the study conclusions. In order to examine the
practice of clinical supervision and barriers to its use, the design gathered data at multiple levels
within the site, collected through the use of multiple methods.
By designing each step in the data collection process to be as concrete as possible it is
feasible for other researchers to both scrutinize this study and replicate it in other settings.
Through the linking of qualitative and quantitative data to the theoretical propositions on which
the study is based, the study conclusions stand the best chance proving both valid and reliable.
Instrument formats were customized for this study and designed so that surveys,
interviews, and observation were structured to the greatest degree possible. By using instruments
to help define and delimit each individual step of the data collection process the study was easily
controlled, can easily be replicated, and data could be coded for easy retrieval and later data
analysis.
Table 21 (page 95) provides a brief overview of the study design.
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Table 21. A summary and overview of the selected case study design and related methods.

RESEARCH TYPE

Case study

DESIGN

Single case, embedded units of analysis

SITE SAMPLE

Purposeful selection

SUBJECT SAMPLE

Voluntary participation

SOURCES FOR DATA COLLECTION

Multiple: executive, program, supervisory, and direct care levels

METHODS FOR DATA COLLECTION

Multiple: surveys, interviews, direct observation, and document review

SURVEY DESIGN

Custom design, largely fixed response, self administered

INTERVIEW DESIGN

Semi-structured, interview guide, open response

OBSERVATION DESIGN

Transient observer, semi-structured

DESIGN STRENGTHS

Triangulated data collection
Linked qualitative/quantitative data
Defined operational steps
Codable data
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CHAPTER 4
OPERATIONALIZING THE STUDY
This brief chapter provides a general overview of the study, and the steps taken to
implement it. In addition to describing the study timetable, sample size, and operational steps,
the chapter reviews the structure of the study site, data collection points within the site, and the
data collection methods used at each point. It continues by describing the theoretical basis for
statistical analysis, the supervisory model underpinning instrument design and data collection, and
the key elements of that model. The chapter concludes with the seven research questions upon
which the study is built.

Synopsis of the Study
The study was conducted between the months of July and October, 1991, at multiple sites
of the ABC agency. The organization, located in southern New England, is the largest multiservice agency in its geographically large catchment area and one of the largest providers of
human services in New England. The organizational structure of ABC is described above in
more detail (page 74) and in Figure 9 (page 77).
The study examined the use of clinical supervision within ABC, based on a model drawn
from the professional literature, and was specifically concerned with factors that serve to restrain
the provision of such supervision. Through the use of a range of methods, data were collected
at three levels conforming to the hierarchical structure of the organization and from the four
points identified in the Nadler and Tushman model of organizational congruence. Data were
collected through individual interviews, a series of questionnaire surveys, and the direct
observation of supervisory sessions.
There was a total of 112 participants in the entire study, taking part at one level of data
collection or another. All staff participating in the study at any level were given material that
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described the study and were asked to read and sign a Participant Consent Form, which has been
kept on file. To ensure anonymity and confidentiality, all participants were given code numbers
and these numbers only appear on completed questionnaires that were returned to the researcher
in sealed envelopes. Copies of questionnaire surveys, interview formats, the codes and form for
recording the direct observation of supervisory sessions, and informational material and consent
forms are included in Appendices A, B, C, and E respectively.
Of the 29 programs and sub-programs of ABC, several have primarily non-clinical
objectives and were therefore excluded from the study; these include client-run businesses, a
teenage pregnancy coalition, and a day school program. Accordingly, only staff from the 22
ABC programs considered to deliver clinical services were included in the study.
Following an initial survey of supervisors in all 22 programs, the study focused on the
supervisory operations of nine individual ABC programs. These programs reflect both the range
of human services programs operated by ABC and are also generally typical of human service
programs in the region.

Selected programs included two adult mental health residential and

treatment programs, two licensed mental health clinics, one adolescent residential treatment
program, and adolescent day, foster care, and independent living programs.

Hierarchical Data Collection Levels
The organizational structure of the ABC agency is typical of the human service
organization in general. There are essentially three levels at which the organization operates and
interacts. These consist of an organizational level that defines and manages the entire operation,
a supervisory level that serves as a management linchpin for the implementation of organizational
level directives, and a direct care level that actually delivers organizational services to clients.
Data about the organization as a whole can be found at each level.
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Organizational Level. Staff at this level, comprised of executive and program managers,
administer the entire organization. In this study the organizational level was further sub divided
into an executive level and a program level.

At this level, data were sought on the formal

organizational arrangements for supervision, attitudes towards clinical supervision, and informal
organizational beliefs regarding supervision. Interviews and a document review of corporate and
program materials were the primary methods used for data collection.
Interviews were conducted at the executive level with all four members of the Corporate
Management Group (the body that directly administers the agency) and the Personnel Director.
A document review was also conducted at this level.

At the program level I continued the

document review and interviewed five program directors out of a total of 12 ABC directors. This
level of staff is responsible for the development, operation, and evaluation of the individual
programs of ABC. The five program directors interviewed are responsible for 13 ABC programs
out of a total of 29 programs. As noted, a number of these programs are sub-programs of larger
programs.

Supervisory Level.

At this level, all supervisors of direct care staff were surveyed

through a questionnaire. These employees provide supervision for the staff who actually deliver
program services to ABC clients, and are typically first level supervisors, although not in every
case. By defining the role as "direct care supervisor," rather than "first level supervisor," the
problem of deciding the supervisory level of individual supervisors was avoided. Any supervisor
who has primary responsibility for providing supervision to direct care staff was considered a
direct care supervisor, regardless of hierarchical supervisory level.
At this level, data were collected on the informal culture in which supervision is
embedded, formal organizational arrangements that affect the practice of supervision, employee
knowledge and skills, and the nature of the task itself as seen by supervisors and as demonstrated
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in supervisory sessions.

Data were primarily gathered through interviews, multiple

questionnaires, and direct observation.
As noted, only supervisors from the 22 ABC programs considered to deliver clinical
services were included in the study. From this group of 53 supervisors there was a 98.1 % return
rate, with only 1 supervisor choosing to not participate. From the nine ABC programs chosen
for further analysis, a sub-sample of 13 supervisors was selected, on a purely voluntary basis,
for more intensive study.
It was initially intended that members of this group would participate in individual
interviews and a second questionnaire survey, as well as consenting to the direct observation of
their supervisory sessions. However, for a variety of reasons, there was some attrition at this
stage.

Instead, interviews were conducted with all 13 supervisors, 11 completed a second

questionnaire, and ten of these supervisors consented to the direct observation of their supervisory
sessions.
Three supervisory sessions were observed for each of the ten supervisors who participated
at this level, for a total of 30 observed supervisory sessions.

Direct Care Level.

This level of the organization is comprised of those staff whose

primary role is to actually deliver services to clients of the ABC agency.

These staff are a

diverse group and include professional therapists as well as semi-skilled and low-skilled direct
care staff. In fact, staff at the supervisory and program levels also deliver direct care services,
but not as their primary function; accordingly, these hierarchically higher level employees are
not included at the direct care level.
At this level, data collection were primarily oriented towards basic demographics as well
as perceptions regarding supervision; data were sought that described employees and the
supervisory task, and was collected through questionnaire surveys. Direct care staff receiving
supervision from the group of 11 supervisors completing the second supervisory survey were
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asked to respond to a questionnaire on the nature of that supervision. Out of the 65 direct care
staff asked to complete the survey, 60 responded for a return rate of 92.3%.
In addition, for each of the ten supervisors agreeing to the direct observation of
supervisory sessions, three staff were asked to also consent to the observations. At the end of
each observed session, these staff were asked to complete a brief questionnaire noting differences
between the observed session and previous supervisory sessions. This questionnaire attempted
to measure the impact of the observer upon the supervisory session. 30 direct care supervisory
sessions were observed, and 29 session questionnaires were completed.

The Four Points of the Congruence Model
As defined by this study, supervision is not a discrete event, but a product of a system
of interacting parts. In this network, the primary input is the organizational drive for a system
of staff supervision. The output — the supervisory system itself -- is the result of the interplay
between formal organizational arrangements for task accomplishment, the informal culture
surrounding task practices, the nature of the employees responsible for achieving the task, and
the nature of the task itself. This model was illustrated in Figure 7 (page 70).

Formal Organizational Arrangements. At this point the study sought information about
the way in which the supervisory system is formally defined, supported, and maintained on the
organizational level. Essentially, the formal arrangements provide an organizationally defined
structure for supervision, including written or otherwise clearly stated organizational expectations
regarding

supervision,

materials that evaluate the work of supervisors,

supervisory

education/training programs, etc. Data were primarily collected at the executive and program
sub-levels of the Organizational Level, and to a lesser degree at the supervisory level.

Informal Culture. The informal culture of the organization defines the manner in which
various organizational tasks are understood and carried out in actual practice, and includes
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commonly held beliefs about organizational values and practices. Data collection was directed
towards informal beliefs, knowledge, and values regarding clinical supervision and the informal
culture of the organization by which these embedded ideas are carried into action. Information
about informally held beliefs was gathered at both the organizational and supervisory levels.
In the ideal congruent organization, informal cultural practices are aligned with formal
organizational arrangements. It is at this point, perhaps, that a gap between espoused theory and
theory-in-action is most obvious.

Employee. This point of the model is concerned with the employees who carry out the
organizational task(s). In this study, this required a demographic look at the entire population
of direct care supervisors and the subset of direct care staff under their supervision.
Accordingly, data were collected at both the supervisory and direct care levels through
questionnaire surveys.
However, this dual demographic focus should not obscure the clear emphasis of the study
on the supervisory staff, as it is this group that carries out the task of supervision. In addition
to the general demographics of the supervisor, the survey given to all supervisors gathered
information about the knowledge, beliefs, and espoused practices of supervisors.

Task. This point of the model emphasizes the nature of the organizational task itself, in
this case supervision. It is the function towards which, in the congruent organization, the formal
arrangements, informal culture, and employee points are aimed. In describing supervision as an
interacting network, the task is that part of the system that defines the actual elements of
supervision. Task data were gathered through interviews and surveys with supervisory staff, but
most specifically through the direct observation of supervisory sessions and, therefore, the task
in action.
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Statistical Analysis
Data capable of statistical analysis were drawn from the three primary questionnaires and
the 30 observed supervisory sessions. However, because of the nature and design of this study,
it was not possible to generate inferential statistics from which one could generalize to the larger
population. As noted, the case study format allows only extrapolation, on the basis that the case
study site is generally representative of the norm (page 73). This case study site was chosen, in
part, because of its typical, rather than idiosyncratic, qualities.
Accordingly, only descriptive statistics were generated. These describe the supervisory
population of the ABC agency, as well as provide information about a sample of direct care staff.
The descriptions include a basic set of employee demographics, supervisor familiarity with
professional terms, placement of employees into professional group, perceptions of supervision,
and a set of data regarding supervisory behaviors during observed supervisory sessions.

By

providing insight and information about both supervisors and direct care staff, descriptive
statistics provide a very useful way to get to the "employee" level of the congruence model.
In addition, statistical procedures were performed on the Likert-like interval scales used
in two of the surveys. Factor analysis was used in order to assess the match between instrumentcollected data and the theoretical model upon which the instruments were based. A coefficient
alpha (Cronbach’s alpha) was generated for item consistency in order to measure the internal
reliability of the instruments, to help make sense out of the factor analysis, and to aid in the
further refinement of the instruments. However, the primary purpose for running both sets of
procedures was to ensure triangulation throughout the study and not to refine the instruments,
per se.
Larger implications were built upon these "quasi-statistics," following the general model
proposed by Becker (1958) and described in table 20 (page 91).
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The. Theoretical Basis for.Analysis
All instruments were designed specifically for this study. The questions asked were
primarily of four types: (1) respondent background information, (2) information about supervisory
beliefs and practices, (3) professional knowledge, and (4) perceptions about the actual delivery
of supervision. Where some questions gathered self-explanatory data (such as sex, age, salary,
education level, etc.) and were quite straightforward in this regard, others required interpretation
prior to coding. Questions testing for knowledge about clinical work and clinical supervision,
for instance, had to be compared against a yardstick; I used the descriptions of clinical work and
clinical supervision identified in Chapter 2 as that operational measure. Such interpretation, of
course, makes the surveys prone to a theoretical bias that can be challenged simply by challenging
the definitions against which answers are measured. Unfortunately, there was no avoiding a
situation in which I devised otherwise untested scales and indexes to consolidate information and
measure phenomena.
In collecting data on supervisor self-perceptions and supervisee perceptions of
supervision, a set of questions was built based on the Function, Form, and Content model
described in Chapter 2 (page 62).

Five questions were asked in each of the 16 identified

categories, in addition to questions asked about other perceptions related to supervision.
There was an underlying theoretical model to the design and analysis of the
questionnaires, then, corresponding to the specific descriptions of clinical work and clinical
supervision described in Chapter 2.

The Function, Form, and Content Model
The model proposes that clinical supervision can best be understood as a process that
displays distinct attributes consolidated into three distinct categories. Even though items are
discrete within each category, there is some overlap between categories. However, this is a
necessary condition of "process," which is a continuous, rather than categorical, phenomenon.
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The functions aspect of the model represents the objectives of clinical supervision, and
its purpose in the organization. Form refers to the spiral stages, or the cycle, through which
clinical supervision passes, and content names the features and aspects of the supervisory process
that identify it as clinical.
Four Functions of Clinical Supervision (Function)
1)

Facilitation of an organizational environment that encourages the development of
staff skills and relationships, personal and professional goals and strategies, etc.

2)

Staff development as the function by which supervisees acquire skills and personal
insights, and generally undergo personal and professional growth.

3)

Staff socialization filters out aspects of the environment undesirable to the
organization and profession, and influences and modifies the ethical and personal
values of employees.

3)

Service delivery attends to the final organizational product and the provision of high
quality client services.

Si* Stages in .the Cy.de of Clinical Supervision (Form)
1)

Relationship building.

2)

Planning for clinical work and staff development.

3)

Observation of supervisee clinical work in practice.

4)

Analysis and interpretation of supervisee work, following observation.

5)

Conferences, for the purpose of formal supervision.

6)

Follow-up as future supervisory events are planned and implemented.

Si*-Features of Clinical Supervision (Content)
1)

Provision of a facilitative environment that deliberately involves the supervisee in
the learning process.
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2)

The building of a healthy supervisory relationship between supervisor and
supervisee.

3)

The provision of structural elements that underlie the supervisory process.

4)

Supervisory skills that ensure the basic competence of supervisory staff.

5)

The provision of learning experiences that enable the professional development of
supervisees.

6)

Supervisory roles vary throughout the supervisory process, meeting the range of
needs required by the supervisory process.

The Propositions of the Study
A number of individual propositions were examined within the study. However, the
propositions were intended to hang together as an aggregate condition rather than be seen as
separate items.
1.

Supervisors of direct care staff are often untrained in clinical concepts.

Most

supervisors are unfamiliar with the clinical perspective and cannot elaborate upon
the relevance of that perspective in client direct care work.
2.

Supervisors have received little to no training in clinical supervision, whether
clinically trained or not.

They are unable to describe the purpose of clinical

supervision and are unfamiliar with methods for engaging in its practice.
3.

Supervisors perceive the preponderance of supervisory tasks to be administrative in
nature. They consider the majority of their supervisory chores to focus about staff
and program management, rather than the development of staff skills and the
improvement of client services.

4.

Formal organizational expectations for supervisory practice are minimal, and do not
identify clinical supervision as the preferred form. Senior management provides
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few, if any, guidelines for the implementation of supervision. Where policies do
exist, they focus on the administrative or general nature of supervision.
5.

Resources are not available within the organization to assist in the development of
clinical supervision skills. Most supervisors receive little training as supervisors,
which is irregular at best or not required by the organization. Where training is
available or required, it focuses on the generic management functions of practice.

6.

Human service programs perceived by management as clinical in nature are more
likely to advocate clinical supervision for their direct care staff.

7.

Clinical supervision is considered unnecessary for most direct care staff. Direct
care staff who hold clinical job titles are more likely to be perceived in need of
clinical supervision than the majority of the direct care staff who are not
professionally trained.
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CHAPTER 5
DATA ANALYSIS
This chapter presents the analysis of triangulated data collected from multiple levels
within the organization. Following a brief look at the instruments used for survey collection, it
describes the methods used to assess the professional status of ABC employees and the subsequent
placement of staff into professional groups. Employee demographic profiles and perceptions of
supervision are next presented, for both direct care and supervisory staff, and the chapter
continues by exploring supervision in detail.
An analysis of the supervisory task is conducted from the perspectives of both general
and clinical supervision, through the conceptual knowledge and training of supervisors at ABC
and by describing the work of supervisors in terms of the actual and preferred tasks in which they
are engaged. The chapter next describes both perceived and actual obstructions to supervision,
the formal arrangements of the organization by which supervision is fostered and put into
practice, and the informal organization in which beliefs about supervision are carried and its
• actual practice strongly influenced. The following section presents an analysis of data gathered
during the direct observation of supervisory sessions, contrasting observed and other forms of
data. The chapter concludes with an overview of the results.

Instrumentation
Direct. Care... Survey
Direct care staff were asked to complete 126 questions. The first 21 questions asked for
background information and information about supervision; from these came the basic
descriptions of ABC direct care staff and the classification of staff into professional groups.
•The remaining 105 questions asked staff about their perceptions of various aspects of the
supervisory process. The 105 question set had 21 categories embedded within it, each category
containing five questions. Questions in each category set were spread throughout the survey,
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rather then being asked contiguously. Questions were answered on a six point scale that ran
Strongly Disagree, Disagree, Mildly Disagree, Mildly Agree, Agree, Strongly Agree, thus
allowing data to be treated at the interval level.
The first five categories examined the employee’s attitude toward supervision, satisfaction
with the provision of supervision, perceptions of supervision as mostly administrative or mostly
clinical, and attitude towards the program itself. The remaining 16 areas specifically gathered
perceptions on the nature of clinical supervision, in the function, form, and content categories
presented above.

Supervisory Surveys
Supervisory data were collected through two instruments. The first collected background
demographic data, information about supervisory practices and use of time, and data on
supervisory familiarity with professional terms.
The second survey collected supervisor self-perceptions on the same set of areas
pertaining to the supervisory process as the direct care survey, and in the same six point format.
Questions were virtually identical to those asked on the direct care version, with the exception
of attitudes toward the organization. This area was included only in the direct care version, as
it was important to see whether any relationship existed between negative attitudes toward the
program and perceptions of supervision. Accordingly, the second survey asked 100 questions
of supervisors, based on 20 individual categories.

Employee Professional Groups
In order to better understand staffing at ABC, an index was developed that classified all
questionnaire respondents into one of three professional groups corresponding to low-skilled (nonprofessional), semi-skilled (paraprofessional), or highly skilled work (professional). This range
roughly parallels staff positions as residential or day care staff, caseworkers, and therapists.
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The index was comprised of data collected on several sub-scales. Scores were assigned
to staff for the answers they gave to questions on each sub-scale and placement into professional
groups was based on the combined sub-scale scores.

The professional index was based on

Position Status, Job Requirements, Professional Education, and Professional Identity, and was
intended to categorize the standing of individual employees as members of a professional
community.

Individual Scales
1) Position Status. This sub-scale measured the status held by each worker in his or her
job. For direct care staff, Position Status was based on wage and job title. Higher wages meant
a greater assignment of points, as did job titles with more prestige attached (such as therapist,
case manager, assistant supervisor, etc. over Residential Counselor, Outreach Worker, Childcare
Staff, etc.). Given the range of confusing and non-uniform job titles given to supervisory staff
across ABC programs, the sub-scale for supervisors was based only on wage.

2) Job Requirements. This scale assigned points to respondents based on the level of
educational requirements for their particular job, whether or not the job required a professional
license, and the level of that license, if required.

3) Professional Education. Points were based on the level of personal education (degree,
level of degree, etc.), the professional nature of the degree (ranging from non-professional
degrees such as liberal arts, English literature, etc., to professional degrees such as master’s in
social work (MSW), doctorate in psychology, etc.), and the professional relevance of the degree
to the position held. A master’s degree in management, for instance, has little relevance to the
practice of social work whereas a teaching degree has moderate relevance to the work of a
residential counselor or supervisor.

At the other end of the range, a degree in counseling
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psychology or rehabilitation counseling, for instance, has obvious professional relevance to the
work.

4)

Professional Identity.

In assessing the level of professionalism, I looked at

membership and licenses in the professional community in order to gauge a sense of professional
identity.

The study showed that 83.6% of direct care positions and 86.5% of supervisory

positions do not require any kind of license for practice. Under these circumstances, it can be
assumed that membership and licenses are held by choice and therefore represent a sense of
professional identity. However, real estate licenses and membership in civic organizations, for
example, were considered to have no relevance to professional identity in this field; conversely,
membership in the National Association of Social Workers (NASW) or the American
Psychological Association (APA), for instance, clearly indicated a sense of membership in the
professional community.
Professional identity was measured by professional licenses relevant to the position
(teaching licenses have only moderate relevance, for example), the level of the professional
licenses (there are often multiple levels to licenses, ranging from technician to independent
clinician), membership in professional organizations, and the relevance of professional
membership to the current position.
The instruments used to assign staff to professional groups are included in Appendix A.

Professional Grouping
In fact, the Professional Index first split staff into four groups, not three. The third group
was named "high” professional, and the fourth "very high" professional. The intention was to
provide some discrimination even among the high skill professional group. However, the number
of staff in group 4 (very high professional) was so small that these two groups were collapsed
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into one in order to give more weight to the high professional group. Table 22 summarizes this
data.

Table 22. Level of professionalism among supervisory and direct care staff.

PROFESSIONAL GROUP

SUPERVISORS

DIRECT CARE

LOW
(non-professional)

42.3%

69.0%

MODERATE
(para-professional)

42.3%

20.7%

HIGH
(professional)

15.4%

10.4%

Among direct care staff 69% fell into the non-professional, low-skill group, with an
additional 20.7% falling into the paraprofessional, semi-skilled group; 10.2% fell into the high
professional group.

Among supervisors, 84.6% fell into either the low-skill or semi-skilled

group, with only 15.4% of the supervisory population at the high skill professional level.
The index was constructed so that the cutoff point between the non-professional and the
paraprofessional groups was 250 points. Low-skill group scores ran from 1-25, and semi-skill
scores from 251 to 600. Although close to half of the supervisors fell into the paraprofessional
group (42.3%), the stem-and-leaf diagram3 illustrated in table 23 (page 112) shows that the
majority of professional index scores for supervisors fell close to the border between low-skill
and semi-skilled, in the 200 range.

This allows discernment within the general group, and

indicates that even among paraprofessional staff scores come in at the low end of the range.

3 The stem-and-leaf is an exploratory data analysis procedure that summarizes and displays score
distributions. The display provides the advantage of a grouped frequency distribution and also allows all,
or almost all, of the information contained in the original data set to be displayed. The numbers in the
"stem" column represent values in the lOOths column of the original data, and the number in the "leaves"
section are values that correspond to the tenths column. Taken together, the values in both columns
represent every score in the original data. In the case of the data in table 23, scores have been rounded
off to tenths; hence, the stem-and-leaf number "0 6" represents a score in the 60’s range, where "2 1"
represents a value in the 210 range. Jaeger (1990) compares the stem-and-leaf display to a raw oyster:
"you have to try one to know what they’re about, since no amount of verbal description is adequate (p.
382).
Ill

Table 23. Stem-arui-leaf diagram of supervisory professional group scores. The mode score
on the professional index is in the 200 range, out of a possible high of 1100.

Minimum score
Lower hinge (1st quartile)

66.0
179.5
275.0
429.5
1083.0

Median score
Upper hinge (3rd quartile)
Maximum score
Tally

Stem (lOOths)

Leaves (lOths)

0

666888

1
2
3
4
5

00001778
0001144556677888999
0559
014889
2
3
008

6
7

Direct Care Employees
These statistics were gathered through the Direct Care Staff Survey, which was
distributed to 65 staff, 60 of whom responded. A copy of the survey is located in Appendix A.
These staff represent all of those supervised by the smaller sample of 11 supervisors selected for
personal interviews, ten of whom were observed during supervisory sessions.

The Instrument
Direct care staff were asked to complete 126 questions. The first 21 questions ask for
background information and information about supervision, and from these come the basic
descriptions of ABC direct care staff and the classification of staff into professional groups.
The remaining 105 questions ask staff about various aspects of the supervisory process.
Statistics were drawn from this question set that addressed direct care perceptions regarding
elements of clinical supervision.
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Profile of ABC Direct Care Staff
Table 24 highlights basic statistics pertinent to direct care staff. As categorical -- rather
than continuous — data were gathered, the table displays modes and not means.

Table 24. Basic demographic overview of direct care staff. N=58.

MISSING
CASES

ITEM

DESCRIPTION

PERCENTAGE
(★ = mode)

GENDER

Male
Female

41.4
58.6 ★

AGE

20 or younger
21-25
26-30
31-40
41-50
51 or older

0.0
24.1
17.2
29.0 ★
25.8
3.5

WAGE

$17,500 or less
$17,501-20,500
$20,501-25,000
$25,001-40,000
$40,001 or more

63.8 ★
8.6
13.8
12.1
1.7

JOB TITLE

Unskilled/low skilled
Semi skilled
High skilled

62.1 ★
22.4
15.5

EDUCATIONAL REQUIREMENTS FOR POSITION

6

None
High school diploma
Bachelors
Masters

17.3
50.0 ★
19.2
13.5

LICENSING REQUIREMENTS FOR POSITION

3

Yes
No

16.4
83.6 ★

LENGTH IN PROFESSION

1 year or less
2-3 years
3-5 years
5 years or more

13.8
37.9 ★
17.2
31.0

EMPLOYMENT WITH PROGRAM

1 year or less
2-3 years
3-5 years
5 years or more

20.7
51.8 ★
10.3
17.2

COLLEGE DEGREE

None
Associates
Bachelors
Masters
Doctorate

39.7 ★
12.1
25.9
20.7
1.7

None
Moderate
High

87.7 ★
8.8
3.5

1

LEVEL OF PROFESSIONAL CERTIFICATION
•
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Of those sampled in this study, most ABC direct care staff are between 21 and 25 years
old, earn less than $17,500 annually, and have no college degree. Almost 52% of the staff have
worked for ABC from 1-3 years, and 31% report working in the profession for over six years.
With respect to the positions held by direct care staff, 62.1% have job titles that indicate
low-skill requirements, 67.3 % of positions have minimal or no educational requirements, and
83.6% of the positions have no requirement for professional licensing or certification. 69% of
the staff fall into the low-skill, non-professional category.

Perceptions of Supervision
Overall, direct care staff showed satisfaction with the provision of clinical supervision.
Although questions about clinical supervision were never asked directly, 80 questions were asked
regarding staff perceptions about the various elements of the function, form, and content model.
Each answer was accompanied by an interval score, running: 1 = Strongly Disagree,
2 = Disagree, 3 = Mildly Disagree, 4 = Mildly Agree, 5 = Agree, 6 = Strongly Agree.
The mean average of all staff answers for all 16 assessed areas was 4.7 (indicating
general satisfaction, with 5 corresponding with agree). At the same time, staff answers indicated
that supervisors engage in clinical supervision more than they do administrative; 4.6 on the use
of clinical supervision (mild to moderate agreement) compared to 2.8 on the use of administrative
supervision (mild to moderate disagreement). Table 25 (page 115) details staff perceptions of
various aspects of their supervisory experience.
In terms of staff attitude towards the organization, the mean was 4.5 (mild to moderate
satisfaction). Furthermore, staff perceptions of supervision were very similar to supervisory self
perceptions of supervision (see below, page 118). On the surface, statistics indicate that direct
care staff are satisfied with what they perceive as clinical supervision.
At the ABC agency, this result has been found before. In extensive job satisfaction
surveys conducted at ABC in 1986 and 1989, results indicated a high level of staff satisfaction
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Table 25. Direct care perception of supervision. N—58.

ITEM

MISSING CASES

MEAN SCORE

ATTITUDE TOWARDS THE PROGRAM

4.5

S.D.
—-1
1.0

ADEQUATE PROVISION OF SUPERVISION

4.2

1.1

GENERAL PERCEPTION OF SUPERVISION

4.7

1.0

USE OF ADMINISTRATIVE SUPERVISION

2.8

1.0

USE OF CLINICAL SUPERVISION

4.6

0.9

FUNCTION: FACILITATION

1

4.7

0.8

FUNCTION: STAFF DEVELOPMENT

1

4.5

0.9

FUNCTION: STAFF SOCIALIZATION

1

4.6

0.8

FUNCTION: SERVICE DELIVERY

5.0

0.7

FEATURE: FACILITATIVE ENVIRONMENT

5.0

0.9

FEATURE: SUPERVISORY RELATIONSHIP

4.9

0.9

FEATURE: STRUCTURAL ELEMENTS

4.5

0.6

4.5

0.8

5.0

0.9

4.4

0.8

4.8

0.9

4.6

0.8

4.5

1.0

4.6

0.9

4.5

0.9

4.7

0.8

4.7

0.7

1

FEATURE: LEARNING EXPERIENCES
FEATURE: SUPERVISORY SKILLS

1

FEATURE: SUPERVISORY ROLES
CYCLE: RELATIONSHIP BUILDING

1

CYCLE: PLANNING
CYCLE: OBSERVATION

1

CYCLE: ANALYSIS
CYCLE: CONFERENCE

1

CYCLE: FOLLOW-UP
COMBINED FUNCTION, FEATURE, AND CYCLE:
(FUNCTION, FORM, AND CONTENT MODEL)

with the level of supervision received.

!

j

|

|

The earlier survey showed that 85% of staff were

satisfied with supervision, and the 1989 survey showed a satisfaction rate of 80%. In fact, in this
area, the 1989 result was almost identical to the results found in this study. On a scale virtually
identical to the 1-6 scale used here, staff rated their overall satisfaction with supervision as 4.54
(compared to 4.7 in this study).
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Supervisory Employees

The Instruments
Two questionnaire surveys were used to collect information from supervisors, both of
which can be found in Appendix A. The Supervisor Survey; 1 was administered to all 53 direct
care supervisors, with a 98.1% return rate.

This survey sought demographic data about the

supervisory population, as well as information regarding supervisory training and professional
knowledge, use of supervisory time and obstructions to supervision, and supervisory beliefs and
claimed practices.
The Supervisor Survey: 2 was administered only to the supervisors initially selected for
further direct study.

Due to unforeseen circumstances, although all 13 of the sample were

personally interviewed, the second survey was competed by only 11 supervisors and only ten
were actually observed during supervisory sessions.

The survey asked 100 questions about

supervisory practice, and followed the design of the direct care survey (page 112). Unlike the
direct care survey, however, no questions were asked regarding attitude towards the program
itself. These questions were asked at the direct care level in order to watch out for possible
correlations between employees unhappy with the organization and negative perceptions of
supervision. However, as members of the supervisory group were describing their own approach
to supervision it seemed unnecessary to correlate their attitude towards the organization against
their perceptions of the supervision they provide.
5 questions were asked in each of 20 categorical areas, 16 of which were built upon the
function, form, and content model, and were spread throughout the questionnaire, noncontiguously.
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Profile of ABC Direct Care Supervisors
The descriptive statistics outlined here were gathered from the entire universe of ABC
direct care supervisors via the first supervisory survey; accordingly, the figures that follow
provide an accurate depiction of the entire supervisory population.
Almost 65% of ABC supervisors are first level supervisors, typically responsible for
between 5-10 staff (48.1%). Most supervisors are aged 31-40 (53.9%) and earn between $2025,000 (40.4%), and female supervisors constitute a majority at 63.5%.
The bar graph in figure 10 contrasts the general work experience of supervisors against
their general supervisory experience, length of employment with ABC, and length of time in their
current supervisory positions.

Less than 1 year
1 -3 years
3-5 years
Over 5 years
a>

a?

8
<5

Q_

Length In Profession

Supervisory Experience

Employment with ABC

Length In Current Position

Professional Experience

Figure 10. Professional and current job experience of supervisory staff.
Supervisors appear relatively experienced, with 73% reporting over five years in the
profession and 42% having more than five years supervisory experience. Evidently, a good part
of this experience has been gained outside of the current job; most supervisors have worked for
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ABC for 2-3 years (27.5%) and have held their current supervisory positions with ABC for 1-2
years (26.9%). This supports the idea that these supervisors are not a group idiosyncratic to the
ABC agency and that their work has been influenced by practical experiences in the field; i.e.,
these are not new supervisors, either to supervisory work or the human services profession as a
whole.
42% of supervisory positions at ABC require bachelor’s degrees and an additional 28%
require a master’s degree. In fact, ABC supervisors are generally well educated, with over 42%
holding master’s degrees. However, higher education is not necessarily professionally-based.
Only 15.4% of the held degrees (at both the bachelor’s and master’s level) can be considered to
be professional; 48% of the degrees are more general in orientation, and 49% of degrees have
little professional relevance.4
The lack of emphasis on professional training is borne out by the level of professional
licensure required for supervisory positions. Only 13.5% of supervisory positions require any
level of certification or licensure, and 88.5% of these have minimal licensing requirements. In
other words, although a relatively well educated group, supervisors at ABC are not professionally
well educated. Table 26 (page 119) presents a general overview of supervisory statistics.

Supervisory Perceptions of Supervision
11 supervisors completed the second supervisory survey, which measured their
perceptions of their own supervision. Questions about clinical supervision were never asked
directly, but 80 questions were posed regarding the perceptions of supervisors about various
elements of their own supervision, with respect to the function, form, and content model. Each
answer was accompanied by an interval score that ran 1 = Strongly Disagree, 2 = Disagree, 3
= Mildly Disagree, 4 = Mildly Agree, 5 = Agree, 6 = Strongly Agree.

4 These categories are based upon clearly professional training, such as accredited education in social
work or psychology (professional degree) and education that has clear and direct reference to human
services work (professional relevance).
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Table 26. Basic demographic overview of supervisory care staff. N=52.

ITEM

MISSING
CASES

DESCRIPTION

PERCENTAGE
(★ = mode)

GENDER

Male
Female

36.5
63.5 ★

AGE

21-25
26-30
31-40
41-50
51 or older

1.9
13.5
53.9 ★
25.0
5.7

WAGE

$17,501-20,500
$20,501-25,000
$25,001-40,000
$40,001 or more

7.7
40.4
48.1 ★
3.9

NUMBER OF STAFF SUPERVISED

1-4
5-10
11 or more

30.1
48.1 ★
21.2

SUPERVISORY EXPERIENCE

Less than 1 year
1-3 years
3-5 years
More than 5 years

9.6
27.0
21.2
42.3 ★

EDUCATIONAL REQUIREMENTS FOR POSITION

None
High school diploma
Bachelors
Masters
Doctorate

6.0
22.0
42.0 ★
28.0
2.0

PROFESSIONAL LICENSING REQUIREMENTS
FOR POSITION

Yes
No

13.5
86.5 ★

COLLEGE DEGREE

None
Associates
Bachelors
Masters
Doctorate

15.4
3.9
28.9
42.3 ★
9.6

PROFESSIONAL NATURE OF DEGREE

Low
Moderate
High

48.1 ★
36.5
15.4

Low
Moderate
High

49.0 ★
13.7
37.3

LEVEL OF PROFESSIONAL CERTIFICATION

None/low
Moderate
High

80.1 ★
9.6
9.6

PROFESSIONAL GROUP

Non Professional
Para Professional
Professional

42.3 ★
42.3 ★
15.4

1

PROFESSIONAL RELEVANCE OF DEGREE
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Table 27 compares the mean supervisory scores against the mean scores given by direct
care staff.

Table 27. Satisfaction with provision of supervision: Supervisory self perceptions compared
to direct care scores.

MEANS
SUPERVISOR (N= 11)

DIRECT CARE (n = 58)

ADEQUATE PROVISION OF SUPERVISION

4.5

4.2

PERCEPTION OF SUPERVISION

4.8

4.7

USE OF ADMINISTRATIVE SUPERVISION

3.5

2.8

USE OF CLINICAL SUPERVISION

5.2

4.6

FUNCTION, FORM, AND CYCLE

4.9

4.7

Where the mean average given by direct care staff for the 16 assessed areas of the
function, form, and content model was 4.7 (indicating general satisfaction), the mean for the
supervisory group was 4.9.
Supervisory scores indicate that sample members believe themselves strong in the
provision of clinical supervision (5.2 and 4.9), and restrained in their use of administrative
supervision (3.5).

These scores are not substantially different from those given by the staff

supervised by this sample, but do not match the actual content of supervision as noted during
observed supervisory sessions.

The Supervisory Task in Practice
Most supervisors believe that formal supervision (i.e., planned and non-spontaneous) is
important (97.7%), and that spontaneous supervision is not an adequate substitution for formal
supervision (86%). However, almost 57% of the ABC supervisors describe actual practice to be
a mix of both formal and spontaneous supervision, with an additional 14% acknowledging their
supervision as mostly spontaneous. Nevertheless, over 67 % of supervisors are satisfied with their

120

provision of supervision. This suggests that espoused beliefs and actual practice conflict: if most
supervisors assert the importance of formal supervision, describing spontaneous supervision as
an inadequate substitute, and yet largely practice informal supervision, one would not expect
supervisors to feel generally satisfied with their provision of supervision.
At the same time, supervisors describe their ideal and actual supervisory practice as
congruent, with most asserting that supervisory sessions take place weekly and last 46-60 minutes.
Table 28 provides a brief overview of supervisor and direct care estimations of the frequency and
length of supervision.

Table 28. Length and frequency of supervisory sessions: comparing the ideal and actual
estimations of supervisors and direct care estimations.

SUPERVISORY PRACTICE

FREQUENCY OF
SUPERVISION

| NEVER
J LESS THAN MONTHLY
j MONTHLY
• BI-WEEKLY
J WEEKLY
i...
LENGTH OF
1 15 MINUTES OR LESS
SUPERVISION
1 16-30 MINUTES
1 3M5 MINUTES
! 46 MINUTES OR MORE
-•
..... .
....
. ......

SUPERVISORY
IDEAL

SUPERVISORY
ACTUAL

DIRECT CARE
ESTIMATION
(★ = mode)

2.1%
0.0%
4.3%
21.3%
72.3% ★

2.0%
6.0%
4.0%
24.0%
64.0% ★

0.0%
17.5%
22.8%
24.6%
35.1% ★

0.0%
14.0%
30.0%
56.0% ★

0.0%
16.0%
40.0%
44.0% ★

1.8%
33.9%
17.9%
44.6% ★

This raises a puzzling question: by all accounts, supervision appears to be provided on
a fairly routine basis throughout ABC, yet supervisors themselves report that it is more
spontaneous or mixed formal/spontaneous than formal. The fact is that, despite the agreement
of direct care staff who believe supervision to be a weekly affair lasting 45-60 minutes per
session, almost 65% of direct care staff describe supervision as occurring less than weekly, with
53.6% reporting it lasting less than 45 minutes per session. It may be that when questioned
quantitatively (i.e., "how often"), supervisory practice is over reported by supervisors; this same
group reports more accurately when asked about the qualitative, "formal" vs. "spontaneous,"
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nature of supervision. The discrepancies, I believe, reflect the conflicts between espoused theory
and theory-in-use. The best determinant of actual practice, however, lies in the monitoring and
recording of actual sessions, a review of supervisory calendars and other records where they
exist, and the use of direct care surveys, rather than a dependence on the self-reports of
supervisors.

General and Clinical Supervision
78% of supervisors affirmed their use of clinical supervision, although they were pretty
much evenly split on its relationship to "individual" supervision. 31.1% considered clinical and
individual supervision as virtually the same thing, another 31.1% saw it as distinctly different,
and 37.8% saw the two concepts as somewhat alike.
Yet, although a total of almost 69% supervisors saw individual and clinical supervision
as the same or a similar phenomenon, with 67.3% believing they provided enough individual
supervision, almost 61 % of supervisors felt that they did not provide enough clinical supervision.
66% of supervisors report that clinical supervision occupies less than V2 of their total supervisory
*>

time (32% with less than Va of total time, and 34% with between V4 and V2 of total supervisory
time).
At the program and executive levels there was ambiguity also. Some Program Directors
clearly differentiated between general and clinical supervision, some saw them as essentially the
same thing, and others saw them as different but overlapping. Although not really familiar with
the concepts of clinical supervision, the personnel administrator assumed a distinction between
the two types, believing that clinical supervision may interfere with the administrative functioning
of programs if not handled correctly (probably a correct statement).

Between the Executive

Director and two assistant executives, the same lack of organizational clarity was evident. One
assistant executive clearly differentiated between the two types of supervision, describing a
"matrix" model in which each type is placed into a different cell. On the other hand, the CEO
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and other assistant saw the two practices as points along a continuum of supervisory behaviors
rather than categorically different.
Clearly, there is confusion about individual and clinical supervision, the level of
satisfaction with the provision of clinical supervision, and supervisory concepts and terminology
in general. Also clear is the lack of any organization-wide standard, definition, or recognition
of clinical supervision at the ABC agency.

Conceptual Knowledge
All supervisors were asked to describe their familiarity with the terms "clinical" and
"clinical supervision." Over 94% reported familiarity with the former term, and 86.5% were
familiar with the latter. Almost 63% of supervisors described their own work as clinical, and
almost 69% reported the work of their staff as clinical. Supervisors were then asked to provide
brief descriptions of both concepts.
Respondents were asked to write either a brief sentence describing the respective terms
or name at least five individual words that described aspects of the phenomena. The specific
questions asked of supervisors can be found in Supervisor Survey: 1, questions 28, 29, 42, and
43 in Appendix A.

However, it was not possible to simply check off the "correctness" of

answers against a right-wrong scale.

Instead, answers were compared to the principles and

descriptions of both clinical work and clinical supervision identified in Chapter 2, and scored as
either poor or not given (some respondents left the questions unanswered), moderate, or good.
Table 29 (page 124) details the range of answers given.
Answers that were vague or indistinct, circular (relating "clinical" to the enactment of
clinical treatment plans, for instance, without explaining the term itself), demonstrated little ability
to explain the concept, or were simply incorrect were rated as poor. Answers that increased in
specificity and identified elements critical to the concepts were rated as either moderate or good,
depending on their depth and breadth. For instance, answers that identified the assessment of the
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Table 29. Supervisory knowledge of relevant conceptual data. N=52.

ITEM

MISSING CASES

DESCRIPTIONS

PERCENTAGES
(★ = mode)

Yes
No

94.1 ★
5.9

DESCRIPTION OF CLINICAL
WORK

Poor/Not Given
Moderate
Good

67.3 ★
30.8
1.9

FAMILIARITY WITH TERM
"CLINICAL SUPERVISION"

Yes
No

86.5 ★
13.5

DESCRIPTION OF CLINICAL
SUPERVISION

Poor/Not Given
Moderate
Good

57.7 ★
34.6
7.7

FAMILIARITY WITH TERM
"CLINICAL"

1

client’s environment, the diagnosis of pathology, or the face-to-face nature of the work were
considered indicators of conceptual knowledge regarding clinical practice. Similarly, answers
that noted the assessment and development of staff skills, a focus on the analysis of casework
planning and service delivery, or the nature of staff-client transference issues were taken to
indicate knowledge of the principles underlying clinical supervision.
As shown, answers indicated limited conceptual knowledge in the case of both clinical
work and clinical supervision. However, similar questions were asked of the 13 supervisors who
were later interviewed; in these discussions individual supervisors were better able to demonstrate
their conceptual knowledge of clinical terms than the overall supervisory population. As noted,
this may be a consequence of the different data collection formats in which respondents have
more or less flexibility in forming answers, have a different investment and interest in the data
collection process itself, have different opportunities to clarify questions before providing
answers, etc. Consequently, the case may well be that the overall supervisory population has a
better grasp of clinical concepts than demonstrated through the questionnaires. Nevertheless,
written answers did not demonstrate a strong base of professional knowledge.
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Interestingly, supervisors appear to have a better grasp of clinical supervision than they
do the underlying basis of clinical practice with clients. This may well represent the intuitive
nature of supervisory work by which many supervisors work; an intuitive, rather than a trained,
sense of what supervision is, or should be, about. In fact, although the spoken answers of the
interviewed supervisors were uniformly more articulate than their written counterparts, they still
showed a lack of refinement and familiarity. These answers, too, showed more intuition and
quick thinking than prior knowledge and understanding, and one supervisor commented that she
had never really thought about the subject until that moment.
The ability of these supervisors to answer questions about clinical practice and clinical
supervision, and to demonstrate quick and insightful thinking, is a tribute to their analytic skills
and ability to express ideas, but does not demonstrate technical knowledge or broad familiarity
with theoretical terms. Despite the overall caliber of the supervisory sample, no supervisor was
able to describe a method or model of clinical supervision that underpinned her or his supervisory
work, or showed any in-depth familiarity with any such models of clinical supervision. Models
that were mentioned were administrative in nature, such as situational leadership, or models such
as the reflective team, which represents an approach to the delivery of supervision rather than
a model of the supervisory process itself.
One should not conclude, however, that because supervisors are unable to effectively
describe principles of clinical work or clinical supervision that they are not engaged in the
respective practice of each. One may conclude, though, that supervisors are neither well trained
nor well versed enough to describe or necessarily understand the conceptual basis for work
critical to their jobs, a concern noted by Hart (1982) and reported above (page 33).
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Supervisory. Training
Information was collected on training in both general and clinical supervision, and table
30 provides a broad outline of the training experiences of ABC supervisors, in both general and
clinical supervision.

Table 30. Supervisory training data. Sources for formal training in both general and clinical
supervision. N=52.

TRAINING IN GENERAL SUPERVISION

PERCENTAGE RECEIVING TRAINING

WORK PROVIDED WORKSHOPS

86.5

COLLEGE COURSES

55.7

NON-WORK PROVIDED WORKSHOPS

42.3

WORK ASSIGNED READING

26.9

TRAINING IN CLINICAL SUPERVISION

PERCENTAGE RECEIVING TRAINING

ON-THE-JOB, THROUGH OWN SUPERVISOR

55.8

DEGREE RELATED COLLEGE COURSES

46.2

WORK PROVIDED WORKSHOPS

40.4

NON-DEGREE RELATED COLLEGE COURSES

23.1

WORK ASSIGNED READING

21.2

NON-WORK PROVIDED WORKSHOPS

17.3

Although survey answers were general, they provided an overall sense of the types and
level of training received by supervisors, supervisor satisfaction with training received, and a
comparison between general and clinical supervisory training.
Note that in the case of general supervision, most training has been delivered in the form
of work-provided workshops, with college courses a fairly distant second. However, training in
clinical supervision is primarily "on-the-job,” a frequent euphemism for no formal training at all
and a finding very much in line with that discussed in the literature (Border & Leddick, 1987;
Fant & Ross, 1979; Munson, 1983; Loganbill et al., 1982; Russell et al, 1984; Shulman, 1982)
and reported in Chapter 2 (page 33).
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Even in the form of O-T-J, training in clinical supervision very much trails general
supervisory training; 86.5% of supervisors report workshop-based training in general supervision
(the leading form of such training), compared to 55.8% who report O-T-J training in clinical
supervision (the leading form of training in clinical supervision).
Table 31 provides a comparison of supervisory training experiences. The figures include
training sources identified through an "other" option in the survey.

Table 31. A comparison of general and clinical supervisory training. N=52.

GENERAL SUPERVISION

CLINICAL SUPERVISION

SOME FORM OF TRAINING

90.4%

80.8%

WORK PROVIDED WORKSHOPS

86.4%

40.4%

NON-WORK PROVIDED WORKSHOPS

42.3%

17.3%

COLLEGE COURSES

55.7%

50.0%

THROUGH OWN SUPERVISOR

11.5%

55.8%

WORK REQUIRED READING

26.9%

21.2%

3.9%

9.6%

PERSONAL STUDY

Over 90% of supervisors reported some form of general supervisory training, and almost
81 % reported some form of training in clinical supervision. However, these figures may reflect
over reporting, in clinical supervisory training at least. For one thing, on-the-job training through
personal supervision cannot be considered a structured form of training, despite its importance
and potential effectiveness. Additionally, supervisors cite work-provided workshops as the third
leading source for training in clinical supervision. But, as interviews and document reviews
revealed, formal training at ABC agency does not include training in clinical supervision, and
supervisors have identified non-work provided workshops as the most limited form for training
in clinical supervision. Given the confusion over terms, it is quite possible that supervisors are
mistaking certain aspects of work-provided training in general supervision for clinical supervisory
training.
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In terms of the perceived adequacy of supervisory training, almost 53% of supervisors
felt well trained in general supervision, compared to only 9.8% who felt they had been well
trained in clinical supervision; table 32 describes supervisory perceptions regarding the adequacy
of training in both general and clinical supervision.

Table 32. Supervisor satisfaction with the level of training received.

DEGREE OF TRAINING

SUPERVISION
GENERAL

CLINICAL

VERY LITTLE

2.0%

19.6%

LITTLE

5.9%

35.3%

SATISFACTORY

39.2%

35.3%

EXTENSIVE

52.9%

9.8%

However, direct questioning of supervisors and program directors about training in
clinical supervision drives home the points that: (a) supervisors are generally inadequately or
untrained in clinical supervision, (b) there is a general misunderstanding about exactly what
clinical supervision is, and (c) in questionnaires, supervisors may over report their level of
training in clinical supervision. During interviews, 11 of the 13 supervisors stated that they had
received no training in clinical supervision. However, on the questionnaire surveys, completed
prior to the interviews, nine supervisors out of this same group of 13 reported moderate or
extensive training in clinical supervision, with only two reporting no training at all, and seven
felt satisfied that they had been adequately trained (an additional four felt somewhat satisfied with
the adequacy of training).
As to whether the agency provides training in clinical supervision, program directors and
agency executives are unsure or gave conflicting answers. In fact, although ABC does provide
a voluntary supervisory training program, offering a basic and an intermediate series, the course
material is highly administrative and contains no specific material on clinical supervision.
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Certainly there are clinical elements, but these come in the form of interpersonal skills and
supervisory style. The training program has typically included classes such as communication
skills, leadership theory, decision making skills, conflict resolution, organizational change, human
resource development, supervising difficult employees, etc. Recall that work-provided training
on clinical supervision was cited as the third most common form of such training, despite the fact
that ABC does not offer any such training.
The genuine support of the agency for clinical supervision, coupled with informally held
beliefs (espoused theory), perpetuates the myth of clinical supervision, even to the point where
people believe that they have been trained in its skills when no such training exists (within the
agency) and receive its benefits when it may not be very much in practice at all (theory-in-use).

The Tasks of the Supervisor
Gathering data about the tasks in which supervisors are actually engaged and the tasks
in which they would ideally like to be engaged proved somewhat complex. The question (# 39,
Supervisor Survey: 1. Appendix A) required multiple responses, and resulted in some confusing
answers. Supervisors were asked to assess how many hours (or fractions of hours) they spent
in specific supervisory tasks, and how many hours they would ideally spend on specified work
tasks each week. Problems with the question are addressed in more detail below (page 166), and
table 33 (page 130) describes the responses.
Some responses were incomplete in that the respondent answered only one half of the
actual-ideal pair for each specified task area, where others indicated a total work week so far in
excess of 40 hours that the answer became completely meaningless.

Still other respondents

simply chose to ignore the question completely, or commented that they felt unable to break up
their week in the way asked by the question. Consequently, only answers that were complete and
made sense in light of a normal work week (i.e., centering around 40-50 hours worked) were
considered legitimate.
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Table 33. Supervisory use of time: A comparison of actual and preferred hours.

N

ACTUAL
HOURS

IDEAL
HOURS

STAFF SUPERVISION
Examples:
spontaneous supervision
formal supervisory meetings

29

149.8

177.0

increase: 18.2%

STAFF TRAINING

25

39.7

67.5

increase: 69.8%

STAFF EVALUATION

22

18.5

37.8

increase: 104.0%

PROBLEM RESOLUTION
Examples:
staff disciplinary action
client crisis management
trouble shooting problems
fixing other unexpected problems

29

201.0

141.5

decrease: 29.6%

MONITORING
Examples:
monitoring staff compliance
touring the program
observing staff behavior
generally monitoring work shifts

31

195.5

178.0

decrease:

NON-SUPERVISORY MEETINGS
Examples:
scheduled non-supervisory meetings
unscheduled non-supervisory meetings
other appointments
telephone calls
staff recruitment

31

191.0

139.5

decrease: 27.0%

PLANNING AND COORDINATION
Examples:
staff scheduling
planning or coordinating work tasks

31

97.5

94.5

PAPERWORK AND DESK WORK
Examples:
report writing
reviewing staff paperwork
billing paperwork
budgets, receipts, and related paperwork
other writing, paperwork, desk work, etc.

33

254.0

173.5

decrease: 31.8%

DIRECT CARE WORK
Examples:
personal involvement in direct care
client admissions
client case management

30

286.0

279.5

decrease:

WORK TASK
GROUPS

DIFFERENCE

decrease:

9.0%

3.0%

2.3%

Actual hours refers to the number of hours that supervisors, as a group, actually assign
to specified task areas each week; ideal hours identify the amount of time they would like to
assign to each task group.
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These responses indicate that supervisors would ideally spend more time engaged in the
staff development tasks of supervision, training, and evaluation (a total increase of 35.7%), and
less time engaged in the administrative tasks of problem solving, monitoring, meetings, planning,
and paperwork (a total decrease of 22.6%).

Additionally, supervisors would ideally slightly

reduce their involvement in direct care by 2.3%.
Table 34 illustrates the ratio of non-clinical supervisory time against clinical supervisory
time.

Table 34.

Ratio of clinical vs. non-clinical supervisory time, derived by dividing staff
development hours into hours spent in administrative, direct care, and combined administrative
and direct care tasks.

ACTUAL

PREFERRED

(208 hours)
for every 1 hour

(282.3 hours)
for every 1 hour

ADMINISTRATIVE TASKS
(problem resolution, monitoring, non-supervisory meetings, planning and
coordination, paperwork and desk work)

(939 hours)
4.5 hours

(727 hours)
2.6 hours

DIRECT CARE TASKS

(286 hours)
1.4 hours

(279.5 hours)
1.0 hour

COMBINED ADMINISTRATIVE-DIRECT CARE TASKS

(1225 hours)
5.9 hours

(1006.5 hours)
3.6 hours

STAFF DEVELOPMENT TASKS
(supervision, training, and evaluation)

In actual practice, for every one hour spent engaged in staff development task,
supervisors spend 4.5 hours in administrative tasks and 1.4 hours in direct care work, or a total
of 5.9 hours spent in non-clinical supervisory hours spent for every one hour engaged in clinical
supervisory tasks. Supervisors would like this ratio reduced to 3.6 hours of non-clinical against
1 hour of clinical supervision.
Interestingly enough, although supervisors would ideally increase time spent in the tasks
of cli'nical supervision (i.e., staff developmental tasks), administrative tasks clearly continue to
take precedence.

Additionally, supervisors show general satisfaction with their current

participation in direct care work and wish to continue this role.
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In fact, among interviewed supervisors, most acknowledge the bulk of their tasks to be
administrative/management rather than staff development.

In terms of how they see their

priorities, references to administrative and staff developmental tasks tied for first place, with
coordinating and monitoring staff performance coming in second. But all interviewed supervisors
have substantial responsibilities other than direct staff supervision, and eight acknowledge that
management tasks take priority over the tasks of staff development, with two more granting that
priorities often switch back and forth.

QIWU'WUtJI s to Clinical Si !

%'J

sion

As noted, supervisors have additional tasks other than direct staff supervision; this
represents a barrier to individual supervision in general, let alone its clinical face.

Of the

interviewed sample, 8 (61.5%) were responsible for supervising general work operations, such
as shifts, as part of their normal supervisory duties. Among all ABC supervisors, even in their
idealized versions of work, administrative work was identified as a priority, with management
tasks outweighing the clinical tasks of supervision by 260 percent (table 34, page 131).
However, direct care work with clients is the single area that takes priority for
supervisors in both actual and preferred depictions of their work. When broken down into single
task areas, as shown in table 35 (page 133) direct care work occupies 20% of actual supervisory
time and almost 22% of preferred time.
Supervisors do not consider their priorities to lie in the tasks of staff development and
skill building. Even in their idealized version, staff supervision occupies less than 14% of total
time, with planning, training, and evaluation as the lowest priorities in both actual and ideal
depictions of supervisory tasks. One obstruction then, must be considered the supervisor’s self
image of work.
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Table 35. Actual and preferred rankings of supervisory tasks and percentages of total time.
ACTUAL SUPERVISORY TASKS
WORK AREA

PREFERRED SUPERVISORY TASKS

RANK

% OF
TOTAL

DIRECT CARE

1

20.0

PAPERWORK

2

PROBLEM SOLVING

WORK AREA

RANK

% OF
TOTAL

DIRECT CARE

1

21.7

17.7

MONITORING

2

13.8

3

14.0

SUPERVISION

3

13.7

MONITORING

4

13.6

PAPERWORK

4

13.5

MEETINGS

5

13.3

PROBLEM SOLVING

5

11.0

SUPERVISION

6

10.5

MEETINGS

6

10.8

PLANNING

7

6.8

PLANNING

7

7.6

TRAINING

8

2.8

TRAINING

8

5.2

EVALUATION

9

1.3

EVALUATION

9

2.4

Table 36 outlines perceived obstructions to general supervision.

Table 36. Obstructions to general supervision. N=52.
RESPONSES

PERCENTAGE

NOT APPLICABLE. I AM SATISFIED WITH MY PROVISION OF
SUPERVISION.

12

23.5

TROUBLE SHOOTING/CRISIS RESOLUTION

30

58.8

MEETINGS, PHONE CALLS, PAPERWORK

29

56.9

OTHER PRESSING MANAGEMENT TASKS

24

47.1

SUPERVISOR’S OWN DIRECT CARE WORK

19

37.3

MONITORING STAFF COMPLIANCE WITH POLICIES, ETC.

11

21.6

STAFF RESISTANCE TO SUPERVISION

6

11.8

STAFF SCHEDULING OR STAFF AVAILABILITY

5

9.6

SUPERVISION IS OF QUESTIONABLE VALUE TO ME

2

3.9

INSUFFICIENT TIME AVAILABLE

2

3.9

SUPERVISION IS NOT STRESSED BY MANAGEMENT

1

2.0

INADEQUATELY TRAINED IN SUPERVISION

1

2.0

CONFLICTS WITH CLIENT SERVICES

1

2.0

ITEM
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Among the total population of ABC supervisors, almost 59% identified trouble shooting
and crisis resolution as the item most likely to interfere with the provision of individual
supervision, with meetings, phone calls, and paperwork coming in second at 57%, and other
pressing management tasks third.
In terms of the provision of clinical supervision, over 42% of supervisors identified other
types of non-clinical supervision as the item most likely to inhibit its delivery and over 38%
named training as the second most important factor. After these two factors, other areas that
serve as obstructions to clinical supervision drop off rapidly; the third most significant area
(insufficient time) is reported by less than 10% of supervisors.

Where table 36 (page 133)

reports on general supervision, table 37 details the areas most likely to obstruct the provision of
clinical supervision.

Table 37.

Obstructions to clinical supervision. N—52.

RESPONSES

PERCENTAGE

NOT APPLICABLE. I AM SATISFIED WITH MY PROVISION OF CLINICAL
SUPERVISION.

9

17.3

OTHER TYPES OF NON-CLINICAL SUPERVISION ARE MORE PRESSING

22

42.3

INADEQUATELY TRAINED IN CLINICAL SUPERVISION

20

38.5

INSUFFICIENT TIME AVAILABLE

5

9.6

STAFF SCHEDULING OR STAFF AVAILABILITY

4

7.7

CLINICAL SUPERVISION IS PROVIDED BY ANOTHER PERSON

4

7.7

CLINICAL SUPERVISION IS TOO TIME CONSUMING

3

5.8

STAFF RESIST CLINICAL SUPERVISION

3

5.8

USE OF CLINICAL SUPERVISION IS NOT STRESSED BY MANAGEMENT

2

3.9

OTHER MANAGEMENT TASKS ARE MORE PRESSING

2

3.9

STAFF DO NOT SEEM TO NEED CLINICAL SUPERVISION

1

1.9

I SEE LITTLE USE FOR CLINICAL SUPERVISION

1

1.9

ITEM
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When asked if they had enough time available to meet with staff individually, only one
interviewed supervisor answered that he makes the time; the other 12 commented that they don’t
have the time available. Explanations reflected the emphasis on crisis resolution, administrative
meetings, and the piling up of other tasks.: "The nature of the job is that you have to put out
fires... this is the priority."
Program directors identified a number of issues, some previously addressed by the
supervisors themselves, and some a little more subtle and hidden from view. In particular,
program directors commented upon the budget restrictions that cut staff and increase work loads,
the resistance of supervisors and staff to both providing and receiving supervision, and the "whole
crisis mentality" prevalent in the human services, "not a simple business where you can arrange
things."

Of special and more subtle interest, program directors identified the nature of

supervisors themselves as lacking the self confidence skills and necessary value base to provide
effective supervision, coupled with the reluctance to be critical or to be perceived as critical.
During the interviews, I heard many well articulated and insightful answers. One such
answer perhaps adds an additional dimension to the subject of why the actual practice of clinical
supervision is so limited.

Although reflecting only one facet of the problem, the comment

captures an element that goes beyond the deficits of supervision as merely logistical, problems
of training, confusion in terms, or lack of interest. It recognizes clinical supervision as a poorly
understood concept, carrying with it an emotional content that masks its role as a tool for the
development of professional staff:
It’s uneven because there’s more than a little controversy about what clinical
supervision is.... Historically, clinical (supervision) has been without boundaries and ...
clinical supervisors and clinical directors have done a bad job by not setting clear
boundaries about what they’re getting into so that there’s still a focus that clinical
supervision is akin to therapy that... takes people away from a focus on job performance
and more towards a focus on themselves. For that reason, I think you find a real mixed
level of trust about the concept. It has poisoned the environment.
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In summary, clinical supervision is limited by a range of factors, that include: a lack of
time and other pressing management tasks, a lack of requisite supervisory skills and training, a
lack of belief and willingness on the parts of supervisors and direct care staff, confusion in terms,
the potential misuse of clinical supervision and its negative impact on job performance, the nature
of human services and its relationship with crisis management, and the very image that
supervisors may have of themselves, including their predominant interest in working directly with
clients themselves.
These limitations are in themselves legitimate obstructions, but, of course, don’t reflect
the impact of the formal organization on the provision of clinical supervision and on the belief
system of its members.

Formal Organizational Arrangements
Interviews and conversations were conducted with all four members of the executive
management group, the director of personnel, and five program directors. In addition, data were
gathered through a review of organizational materials that pertained to staff supervision, such as
existing policies that address supervision, formats for evaluating supervisory job performance,
and supervisory training material.

The Formal Structure of Supervision
There is a formal organizational structure at ABC that has allowed the agency to grow,
and even flourish, in economically difficult times.

In many significant ways, ABC is an

organized anarchy: the executive staff use the term "supported autonomy" to describe the set-up
in which individual programs are, to a great degree, independent from one another yet tied
together by a central guiding framework (the corporate office).
In this form of decentralization, formal arrangements seem to emanate from the
organizational source most directly responsible for organizational activities. For instance, fiscal
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policies and procedures are developed, distributed, and administered by the corporate office
because primary fiscal accountability is held at that level. The managers of individual programs
are required to learn and adhere to these formal arrangements. Similarly, programs become the
central source for the development of supervisory arrangements as it is at that level that direct
service delivery takes place. Furthermore, as ABC is loosely coupled, every individual program
becomes the source of the formal organizational arrangements for supervision within itself.
As a result, formal organizational arrangements for supervision are weak at the
corporate/executive level of the agency and responsibility for formal structures is held almost
exclusively at the program level. Given the number of programs, the disassociated conditions
under which each program operates with respect to one another, the limited role of the corporate
office as the defining body for supervision, and the organized anarchy-like structure of ABC, it
should come as no surprise that formal arrangements for supervision are inconsistent and weak
throughout the organization as a whole. Where some programs provide a structure and definition
for supervision, other programs provide very little in the way of formal arrangements.
Formal arrangements, almost by definition, will be found in written organizational
materials such as policies, procedure manuals, memos, evaluation formats, training materials,
etc., serving to operationalize supervision, define it, and allow it to be placed into measurable
service.

Sure enough, formal arrangements defined as corporate responsibilities appear in

published material throughout the agency, in all programs. Payroll and fiscal procedures, staff
disciplinary actions, the dispensation of staff benefits, affirmative action guidelines, etc., appear
uniformly throughout the organization. A review of the documents that pertain to supervision,
however, reveals a different picture. There is no standard material, there is no standard practice,
and there is no central authority to preside over supervisory practice (such as the personnel office
in the event of personnel issues). Despite the espoused view of supervision as critical to agency
process, in practice formal arrangements are sparse.
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Certainly, formal materials exist.

Equally true, ABC appears to be moving slowly

towards setting and administering organization-wide standards for supervision. In fact, of the
arrangements for supervision that do exist within the organization, the most formal came out of
a committee that was initiated at the corporate level and assigned the task of developing a format
for the evaluation of certain programs. At this time, the agency has formed a second committee
to take the evaluation format further, and carry it to all programs within the agency.

Also

noteworthy, the committee work and the desired outcomes were prompted by accountability to
funding sources and a new trend of "performance-based" funding, rather than a dramatic interest
in the improvement of program operations for the sake of improvement alone.

Document Review
Formal arrangements for supervision at ABC are a smorgasbord. A general summary
of the document review, I believe, will suffice to describe written formal arrangements without
distinctly identifying what was found where.

Although written documents were the primary

source for the findings detailed here, interviews with executive staff, program directors, and
supervisors supplemented these findings, and often corroborated them. In many cases, findings
were the result of data gathered through document review and interviews at each level of the
organization, thus assuring a well rounded and thorough examination of formal organizational
arrangements.
The document review looked at formal materials at both the corporate and program
levels.

Specifically it included a review of organizational-wide and program policies and

procedures that pertained to supervision, formats for the evaluation of supervisors, formats for
the evaluation of program operations, supervisory job descriptions, and management reports that
document supervision.
In the congruence model of organizations, training is clearly an aspect of the transaction
between formal organizational arrangements and employee; it is the method employed by the
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organization to ensure employee skills (and values). Accordingly, the review included a look at
the requirements for supervisory training and supervisory training curricula.

Supervisory Policies and Procedures. The only reference made to supervision at the
corporate/agency-wide level is found in the ABC statement of minimum working conditions
issued to all staff.

Issued in 1989, it assures staff of at least monthly supervision and an

evaluation at least annually. As described by the personnel director, the document is more a
statement of expected practice than it is a policy. It is extremely vague, provides no definition,
and appears to be poorly understood. Unfortunately, every program director and supervisor
interviewed seemed to recall the standard differently. This is perhaps understandable given that
supervision is actually defined on a program-by-program basis, which makes the minimum
standard somewhat superfluous. However, it touches on the problem of standards. It clearly
reduces the expectation for supervision down to once per month, thus allowing programs to meet
minimum standards.
In some cases, individual programs have their own written supervisory policies.

In

reviewing these, where they exist, one gets the impression that they are of little actual use. These
written standards did not seem to be common knowledge among the supervisors interviewed from
these programs, and, in fact, supervisors were either completely unfamiliar with standards or only
vaguely aware of them. No supervisor could recall having actually seen written standards. In
one case, the program’s written policy requires supervision once per week, a standard that clashes
directly with the same program’s written management standard of bi-weekly supervision.
Of the nine programs studied, only two had written policies on supervision that described
its purpose, process, and elements and presented a good basis for supervisory practice.
Unfortunately, none of the interviewed supervisors was more than vaguely aware, at best, of any
written standards or policies for supervision.
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Program Evaluations. As noted, one part of the organization has a very clearly defined
format for the evaluation of program operations.

One objective of the format is to quantify

program services and operations in order to meet a growing interest on the part of funding
sources towards outcomes, or performance-based contracting.

The evaluation system was

developed by a group of program directors and was put into use by a cluster of similar ABC
programs. This format is quite lengthy and includes a section on staff supervision, defining its
frequency and general content.
The format is clear in describing supervision in operational terms. In a checklist format
it describes the process as helping staff understand their role and their relationship with clients,
the provision of guidance and support to staff, the exploration of clinical factors affecting client
behaviors, the personal expression of staff feelings, the monitoring of staff performance, etc.,
and requires the formal provision of supervision twice each month. Although a very formal
organizational arrangement, it is presently limited to only one cluster of programs.
If flawed at all, it is because it is limited to only one part of the agency, because it does
not go far enough in defining supervision and its purposes, and because supervisors appear
unaware of its actual requirements. It is accompanied by a monthly management report that
keeps track of supervision, as well as other sections of the evaluation, and is used more as a
management tool than as a means for ensuring quality and meaningful supervision.

Job Descriptions.

Like the program evaluation, there is no organization-wide set of job

descriptions at ABC, and job titles and descriptions vary greatly within the agency. In fact, in
classifying supervisors into professional groups it was not possible to use job title as one criterion,
as initially intended, simply because supervisory titles have no standard meaning in the agency
(unlike direct care job titles, which tend to be more standard). Accordingly, supervisory job
descriptions are written and vary at the program level.
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Of the four job descriptions that were reviewed, two were very specific in naming the
clinical supervision of staff as a duty. In fact, in all the documents reviewed at ABC, these two
job descriptions provided the only written reference to clinical supervision at all, and the term
was not mentioned in any other formal organizational material reviewed. However, in the case
of both descriptions, the term was left vague and no further description was provided. This
would be fine if one assumes that in-coming supervisors are already well acquainted with the
principles of clinical supervision. But as noted, this is not the case. Supervisors at ABC did not
show a strong grasp of clinical supervision, could not define it well, and don’t have highly
clinical backgrounds.
In the case of the remaining two descriptions, there is no mention of clinical supervision
at all, there is only a brief mention made to supervision in general, and vague reference is made
to the requirement for supervisory skills. One of the four job descriptions was the clearest, in
describing clinical supervision as a requirement for unlicensed social workers, but even this was
vague. Clearly, these documents in themselves are not especially useful as formal organizational
arrangements that define and pave the way for supervision.

Job Performance Evaluations. Like the other documents reviewed, the quality of these
varies widely. In the case of one program the supervisory evaluation format was quite specific
in describing 12 primary supervisory areas. This was a program that provided very little else in
the way of detailed formal organizational materials pertaining to supervision. The description of
supervision provided by the evaluation was certainly as useful as the descriptions found in the
written policies of other programs. As is often the case with checklist type criteria, however,
descriptions are presented in one-line format with no other information available, thus assuming
an a priori knowledge of the subject under evaluation on the part of both the evaluator and
evaluatee.
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The supervisory performance evaluations of other programs were far more vague,
mentioning terms such as "staff development "and little else, with a great deal more attention paid
to the administrative tasks of the supervisor. In some cases, there were no evaluation formats
at all, and job appraisals of supervisory work were unformatted written narratives.

Supervisory Training
As discussed, there is no organizational requirement for any kind of training in
supervision.

Some programs do require that supervisors receive training, but this training

focusses on direct care skills rather that the development of supervisory skills, and is required
of all staff rather than supervisors alone. Accordingly, the development of supervisory skills
is very much an on-the-job event.
ABC does provide two training series for supervisors, but these are entirely voluntary.
This immediately undermines their strength as part of a larger formal organizational arrangement
because not all supervisors are required to attend either series or their equivalent elsewhere.
Although much of the material taught may be related to clinical supervision as a result
of the emphasis on interpersonal skills, the focus of both training series is entirely on the
development of administrative and interpersonal skills.

No training is offered in clinical

supervision. Additionally, none of the individual programs require or provide any training in
clinical supervision and, indeed, some of the programs require no supervisory training at all.
Although some programs do provide clinical consulting or training on a regular basis, the focus
of this arrangement is on the development of general clinical insights and skills, and not on the
development of the skills of clinical supervision.

The Weakness of Existing Formal Organizational Arrangements
As shown, the corporate level leaves the definition of supervision and its standards, as
well as the training of supervisors, entirely up to individual programs. From this point-of-view,
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at the agency-wide level there are no formal organizational arrangements at all for supervision,
other than the statement of minimum working conditions. Although there is a body of formal
material at the individual program level, it ranges from the well-defined to the ill-defined and
non-existent; consequently, a complete structure never emerges from the resultant network of
formal arrangements. As the focus of this study is on the organization as a whole and not on its
parts, the conclusion must be drawn that formal organizational arrangements for supervision are
seriously lacking.

There is no real standard for or definition of supervision, or formal

understanding of its role in the agency.
Where formal materials do exist, they make virtually no reference to clinical supervision
at all, which is allowed to remain a mystery. As noted, I found references to clinical supervision
in only two job descriptions, and only brief references at that with no further explanation as to
its content or purpose and no other information available on the subject in other program
materials. This implies that supervisors themselves know what clinical supervision is. As shown,
that is not the case. It is an example of how, in the human services, that term is thrown around
liberally but, like the emperor’s new clothes, no-one ever wants to ask, "but what is it?"
It should not be inferred from this that ABC has a lax attitude about supervision or the
meeting of standards. But its methods are found more in the informal culture of the organization
and its daily practices than in the formal arrangements of the organization. For instance, it is
believed that information about the organization is carried through the supervisory chain, with
responsibility residing on the level at which it belongs and from where problems can be best
resolved. In this system, staff from executive management to supervisors believe that important
values and skills are described, modelled, and communicated from one level down to the next
through the process of supervision, and information about the impact and use of those values is
carried back up again through the same chain. Certainly, this belief is validated in the similarity
of answers across all levels. However, this system is informal. It is not described in any ABC
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materials nor are the principles of supported autonomy and the supervisory chain uniformly
discussed with management or supervisory staff or presented anywhere else in a formal manner.

The Requirement for Formal Arrangements
It’s clear that formal arrangements are only one piece of the pie. Alone, policies can’t
ensure supervision in either quantity or quality. In fact, formal arrangements break down at the
level of the individual supervisor who may lack the skills or interest, and may be prepared to be
dishonest in completing a monthly report on the subject.
However, formal organizational arrangements need to be in place, not because they
ensure supervision, but because they provide one step in a model of organizational congruence,
providing definition, purpose, delimitation, and training. When asked if it is important to have
written (i.e., formal) expectations and policies to guide supervisory work, every interviewed
supervisor said yes. There were some reservations, and supervisors put policies into a realistic
light, but they unequivocally supported the need for rules, norms, standards, and expectations;
one supervisor commented that defined standards are freeing, and another commented that,
without written standards, supervisors float ambiguously.
From the perspective of reporting and accountability to external funding and audit
sources, the position of formalizing and evaluating services is understandable.

But from a

professional perspective, ABC’s present movement towards a standard evaluation tool highlights
two issues: (1) A recognition that organizations require formal policies to govern the management
of programs, and that this method is a necessary addition to the supervisory chain for ensuring
program operations that are consistent and meet expected professional standards. (2) A lack of
trust by senior and program management staff in the efficacy of the informal supervisory culture
that presently exists as the primary means for ensuring supervision.
Nevertheless, although the evaluation instrument is a movement towards formalization

144

and central accountability, it currently remains formal only at the level of certain individual
programs. It is not presently part of the formal arrangements for the entire organization. The
situation is similar to the environment for staff job performance appraisals. There is a stated
expectation for annual evaluations in the Minimum Working Conditions document as well as a
mention in the Employee Handbook, but no organizational-wide job evaluation format exists nor
central method for ensuring that individual staff evaluations are completed. Procedures such as
these and other personnel management and development systems are uneven across the
organization as a whole, reflecting individual styles of program management more than the formal
core of the organization.

In fact, the level of inconsistency and diversity across ABC most

clearly reflects the nature of the organization as loosely coupled and informal.
Finally, on the subject of who defines supervision at ABC, it’s clear that no-one really
takes ownership for the definition of supervision, thus allowing it to remain a largely undefined
concept. Interviews reveal the belief that, although operationally implemented at the program
level, supervision is "shaped" at the top of ABC and filtered down through the supervisory chain
in a way that precludes a need to really define it clearly.
Although no formal description of or expectations for supervision exist, one director
noted his belief that his views on supervision were "fairly in synch" with the larger agency, and
that the supervisory philosophy "does filter down." In another case, a director described her own
view of supervision as "largely shaped by her own supervis(or)," a member of the Corporate
Management Group, and later described herself as a "product of (ABC) supervision."
Additionally, more than one director referred to the (otherwise undefined) agency-wide
supervisory "norm." In a similar vein, the Executive Director referred to the supervisory "norm
setting" process established at his level and "passed down the line."

The view is further

corroborated by an assistant executive who describes supervisory expectations as "generally
accepted" at the executive level and at least one level down, believing that these (again,
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undefined) expectations are "pretty well followed," despite not really knowing "what it
(supervision) is like further down." At the supervisory level also, there’s a belief among many
of the supervisors that expectations for supervisory practice have been passed to them "down the
line." Their own supervisory work is guided by the views of their immediate supervisor and
based upon "unwritten expectations" that exist in the work environment.

Given the lack of

formal definition and the pervasive nature of a belief system present at each management level,
the subject of supervisory definition thus passes into the informal organizational culture.

The Informal Organizational
No formal arrangement for, or definition of, supervision exists at the corporate level;
furthermore, where some individual programs have fairly clear definitions of supervision, other
programs have no definition at all.

However, even when an individual program provides a

strong formal arrangement for supervision, it reflects more upon that program than the
organization as a whole. Accordingly, a definition of supervision lies mainly in the minds of
individual executives, program managers, and supervisors. At this level of existence beliefs are
fuzzy and unformalized and belong to the informal organization, the culture that translates values
into actions and passes often unspoken beliefs along to staff. In McKelveys’s (1980,1982) theory
of core technology (see page 37, 146), the dominant competence of an organization is reproduced
and sustained throughout the organization, at least in part, through the mechanisms of this
informal culture.
Furthermore, due to the diversity of ABC programs, the generally non-specific nature of
job descriptions, evaluations, and the like, and the lack of uniform and required supervisory
training in the agency, the definitions of supervision that do exist vary and are understood
differently.

In other words, there is no quality control mechanism or method for ensuring

consistency or uniformity in language and definition.
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Certainly, supervision need not be an entirely fixed undertaking and may need to vary
from program to program, based upon the type of service delivered.

However, rather than

explicate a general formula for supervision or formally recognize the need for diversity in
supervisory practice,5 the ABC agency barely addresses the subject on a formal level at all. On
the contrary, although it is believed that supervisory values held at the top of the organization are
passed down to the program and supervisory levels, there is no ownership for defining
supervisory practice or direction, as indicated at the close of the preceding section.
Upon being asked if supervision is influenced more by the corporate or program level,
program directors answered that their own views were pretty much shaped by or in harmony with
the views held at the executive level and that the definition of supervision is, accordingly, a
shared affair. Executive staff replied that, although their views had influence, supervision is
really defined at the level of the individual supervisor, "to a lesser extent going up to the higher
levels;" the CEO felt that he probably has 5% impact of the actual shaping of supervisory
practice.

Certainly, the executive level is very supportive of supervision, holding it in high

regard, and program directors clearly believe that they are maintaining the values of the corporate
administration in their programs. Similarly, interviewed supervisors believe that their held values
are representative of their program directors. But this is a little like the chicken-egg riddle, in
which no-one seems to know exactly from where the definition of supervision originates.
Accordingly, supervision at ABC is a concept largely without definition, and a practice defined
almost entirely by the informal organization.
Nevertheless, the concept of supervision is highly valued at all three levels of
management. Although no formal organizational materials exists, remarkably similar feelings,
ideas, and values are expressed by executives, directors, and supervisors alike, thus supporting

5By diversity, I refer to a continuum of supervision based upon the needs of different types of human
service programs. The idea is not unlike that presented by Glickman (1981), in which he prescribes
different types of clinical supervision to fit the differing needs of individual staff. This idea is discussed
in more detail in the following chapter.
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the idea that an informal belief system does exist, that passes values from the top of the
organization down. In fact, the informal culture depends a great deal upon the supervisory chain
to both disseminate information about supervision, up and down, and to monitor its use.

In

addition, the informal organization believes that this system is relatively effective, and that no
other system can truly replace it.

Indeed, as presently used, formal management reports on

supervision (where used) are only as honest as the supervisor completing the report. One of the
assistant executive directors asked what set of formal controls, other than that embodied in the
supervisory chain, would be effective anyway (a good question)?
However, at the same time, there is a recognition that actual practice fails, or partially
fails, to meet the ABC value system. For instance, only one interviewed supervisor felt that he
provided enough supervision, and the answers of program directors were mixed in response to
a series of questions regarding the provision of supervision. For the most part, program directors
see a genuine effort to foster and provide supervision, but also recognize that supervision is a
limited affair at ABC. The same reservations exist at the executive level, with a recognition that
supervision at ABC is uneven in both "provision and expertise" and occurs in an environment that
is good "for self-motivated people, but offers little actual encouragement (itself)."
Based upon the questionnaire answers given by 64% of ABC supervisors, the informal
organization seems to believe that supervision is a weekly affair, even though standards, where
they exist, typically require bi-weekly supervision. In setting up a schedule for the observation
of supervisory sessions, it became clear that supervision does not take place on a weekly basis
for most of the supervisors who participated in this phase of the study, even though 46% of this
sub-sample reported weekly supervision on their earlier written questionnaires. The informal
organization also believes that clinical supervision occurs: 78 % of all supervisors, and all but one
of the interviewed group of supervisors, believe that they conduct clinical supervision, at least
part of the time. However, based on the quality of answers given and the content of 30 observed
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supervisory sessions, there is little actual clinical supervision taking place. Instead, as discussed
below, this belief may be the result of the difficulty in separating interpersonal supervisory skills
from the skills of clinical supervision.
On the other hand, the belief that supervisors should encourage staff to express
themselves and participate in the decision making process, informally expressed at all three
supervisory levels, appeared a true reflection of supervisory practice.

It was clear, through

observation, that supervisors not only offer staff the opportunity for self expression, but actively
pursue it when it is not otherwise forthcoming.
So, the informal organization contains two sets of views: one that mirrors or influences
actual practice (for instance, the supervisory chain) and the other that is more mythical (that
clinical supervision is commonly practiced, for example). The congruence of informal beliefs
with reality was measured by interview answers at each level, questionnaire responses, the review
of formal documents, and, finally, the direct observation of supervision. This last area was
perhaps the most revealing in terms of its ability to clearly separate theory-in-use from espoused
theory.

The Supervisory Task: The Direct Observation of Supervisory Sessions
Of the 13 supervisors initially selected for individual study, only ten finally proved
available for direct observation. However, 30 individual supervisory sessions were observed,
three each for every supervisor in the sub-set of ten consenting to observation. At the completion
of each supervisory session, direct care staff were asked to complete a very brief questionnaire
that addressed the nature of that session as typical or unusual. A copy of the questionnaire is
located in Appendix A.
Sessions were analyzed both quantitatively and qualitatively.

In the former case,

individual events within sessions were measured for duration and quantity, and individual
supervisory behaviors were observed, coded, and counted. In the case of qualitative analysis,
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the behaviors and sessions of individual supervisors were observed for themes that appeared in
all three of the observed sessions for that supervisor.
It would be a mistake to conclude that these sessions unequivocally sum up supervision
throughout the agency; I can only report with any certainty that the observed sessions reflected
the supervisory work of the observed sample. However, as the study was not intended as an
appraisal of individual sessions, data collection and analysis focused on recurring themes evident,
not only across each set of three observed sessions, but throughout all 30 sessions.

Data Collection Method
Only one observer was used for all 30 sessions, thus ensuring familiarity with observation
methods and consistency in recording.

Both the supervisor and supervisee consented to the

observation, and the observer sat in as a remote a location as possible in the session meeting
room and did not speak at any time during the session, unless required to do so by circumstances.
There were exceptions, generally because the supervisor or supervisee would the ask the observer
a direct question about confidentiality. The observer took notes throughout the sessions on a
specially formatted process recording form. The form underwent some minor revision in actual
use, and a copy of the format is located in Appendix C. Notes were later coded as described
below.

The Observation Form. The process recording form was divided into several sections.
The Activity section maintained a running commentary on what was actually happening or being
said at a given moment. As the focus of the study was not on the actual subject matter, the
commentary did not concentrate on the actual details of the conversation but addressed general
content; as such, no attempt was made to record the conversation in great detail and the section
concentrated on the general content and movement of the meeting as it developed over time. The
Commentary/Question section allowed the observer to pose questions, make observations,
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evaluate, and otherwise make special note of the activities occurring at any given moment during
the session.

Where the activity notes captured the content of transactions, the commentary

section reflected upon the underlying process and allowed the observer to record anecdotal notes
for later review.

The General Notes section was used to make general notes, draw overall

conclusions, postulate on themes, identify subjects for further exploration outside of the session,
and generally provide a space for an overview of the entire observation process as it developed
over the course of 30 sessions. Other sections recorded the time sequence of events within the
sessions and the length of individual events, and the later coding of supervisory behaviors.

Coding Session Events. Individual sessions were not treated as single events. Instead,
transactions between supervisor and supervisee within sessions were considered to be discrete
events occurring within the context of the overall session. Accordingly, sessions were treated
as a series of separate events that could be individually categorized. Events themselves began
or ended when the topic of conversation clearly shifted from one subject to another and were
marked by transitions such as agenda changes, abrupt changes in topic, general changes to related
subjects, return to earlier topics, etc. Consequently, events had beginnings and ends and could
be measured by individual length and overall quantity.

Coding Supervisory Behavior. Within individual events, and running throughout sessions,
supervisory behavior was cataloged by coded description. Behavior was not considered to reflect
either the style of delivery or the content of the behavior. For instance, tone of voice (style) or
focus on a particular subject (content) were not treated as behavior.

Instead, behavior was

considered to be the actual nature of the supervisory interaction, and was classified by one of 53
individual codes. For example, if the transaction involved the supervisor passing information to
the supervisee it was coded as "information getting," regardless of the style of delivery or the
content of the information.

Similarly, if the supervisory intervention required the supervisee to
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come up with an answer to a question regarding client treatment, an alternative to a treatment
intervention, a hypotheses for client behavior, or a method for achieving a goal, it was coded as
"stimulation." In other words, as cleanly as possible, the code reflected the actual supervisory
intervention, or what the supervisor was doing (intentionally or otherwise).
The coding process immediately followed the session, was based upon the notes in both
the activity and commentary sections, and included only the primary behaviors displayed through
the session. Unlike event data, which were categorical (i.e., only one event took place at a time),
behaviors might happen almost simultaneously and multiple behaviors took place within events.
Supervisors did not behave only one way during a five minute event, for example, and were more
likely to display multiple individual behaviors during that period of time; however, only behaviors
considered to be primary were coded. By primary, I mean the behaviors that most reflected what
was happening during that event.

Three Categories of Supervisory Tasks
Each supervisory behavior was cataloged by one of 53 unique codes, each of which was
further clustered under a major category of supervisory behavior.

Initially only two such

categories existed: administrative supervisory tasks and clinical supervisory tasks. However, the
coding process soon required the third major category of interpersonal supervisory tasks.
Administrative tasks comprised a total of 15 individual behaviors, and included attention
to administrative details such as staff scheduling, general program operations, receipts, etc.; onthe-spot evaluation of staff performance; information giving and information getting; and the
review of client cases or situations. The classification of this last behavior is of special note.
Reviews of casework, case management, general client progress, etc. were considered
administrative and not clinical tasks; at the review level, these behaviors sought general
information only and did not indicate a deep analysis of casework or client situations.
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Clinical tasks consisted of 19 supervisory behaviors, and included behaviors such as the
analysis of client cases, clarification of meaning, encouraging and stimulating staff to think
independently and analytically, strategizing and brain storming solutions, teaching and
instructional behaviors, and testing staff for knowledge.
The third category of interpersonal of tasks consisted of 19 behaviors that could not be
considered either administrative or clinical.

They were behaviors that demonstrated human

relations skills and could be used as an accompaniment to either of the other two categories or
stand alone. Rather than being elements of supervisory style, these tasks were in themselves
actual supervisory behaviors in that they embodied the nature of the supervisor’s intervention at
that moment.

Accordingly, they were treated as behaviors rather than style or content, and

included demonstrations of support and caring, general conversation about either work or non¬
work issues, the giving or seeking of feedback, and a focus on relationship building that was
independent of clinical content.
Once coded, the recurrence of supervisory behaviors could be counted throughout
sessions, and the focus of supervisory work quantified in terms of administrative, clinical, and
interpersonal content.

Clinical and Interpersonal Tasks
These tasks contain strong elements of one another. By definition, clinical supervision
is an interpersonal process requiring the use of human relations skills.

At the same time,

however, the human relations school of supervision that replaced the widespread use of classical
supervision (exemplified by scientific management) used interpersonal skills to carry out the
administrative tasks of management.

Clearly, interpersonal skills bridge clinical and

administrative boundaries, which are far easier to separate from one another. Using the Kadushin
(1985) description, interpersonal skills best fills the support function of supervision.
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In order to separate the clinical concept from the interpersonal, clinical tasks were
considered those with a clear focus on either the analysis of client casework or problem solving,
staff instruction or training, staff skill development or personal growth, or a therapeutic approach
to understanding and addressing staff issues or concerns. In this latter context, a general enquiry
about staff feelings was considered interpersonal, where a deeper probing of staff feelings was
categorized as clinical. The complete list of coded behaviors and supervisory task areas are
located in Appendix C, which also contains a listing and brief description of interpersonal,
clinical, and administrative behaviors.

Representativeness of the Observed Sessions
At the conclusion of each session, direct care staff were asked to complete a brief
questionnaire that gauged the session as typical or otherwise. The intention here was to measure
the impact of the observer on the session. There was a clear concern that sessions might be
noticeably different than usual as a result of the observation itself, and that supervisors might
conduct the sessions or behave differently, whether intentionally or not, due to the observer’s
presence.
I had no other conversation with direct care staff, and impressions of sessions as typical
or unusual are based entirely on the questionnaires. Although there was a percentage of the staff
that experienced some variation in the sessions from the norm, the overriding impression is that
the sessions were more-or-less conducted as usual. Table 38 (page 155) describes the survey
questions and provides details of the answers. As shown there is little to indicate that sessions
were heavily influenced by the presence of the observer. A copy of the questionnaire is located
in Appendix A.
In addition, the survey allowed for personal comments, although this section was not used
extensively. However, one supervisee wrote that she felt unable to complete the survey as she
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Table 38.

Descriptions of observed supervisory sessions as typical or unusual. N=30.

QUESTION

ANSWERS

MISSING
DATA

PERCENTAGE
(★ = mode)

WAS THIS MEETING FAIRLY TYPICAL OF
USUAL SUPERVISORY MEETINGS?

FAIRLY TYPICAL
A LITTLE DIFFERENT
VERY DIFFERENT

2

85.7 ★
14.3
0.0

WAS THIS SUPERVISORY MEETING THE
SAME LENGTH AS USUAL?

MUCH SHORTER
A LITTLE SHORTER
SAME
A LITTLE DIFFERENT
MUCH DIFFERENT

2

3.5
3.5
62.1 ★
31.0
0.0

WAS THE CONTENT OF THIS SUPERVISORY
MEETING THE SAME AS YOU WOULD
NORMALLY EXPECT DM A SUPERVISORY
MEETING?

NO DIFFERENCE
A LITTLE DIFFERENT
VERY DIFFERENT

2

71.4^
21.4
7.1

IN THIS MEETING DID YOU SUPERVISOR
BEHAVE THE SAME AS YOU WOULD
NORMALLY EXPECT IN A SUPERVISORY
MEETING?

NO DIFFERENCE
A LITTLE DIFFERENT
VERY DIFFERENT

2

75.0*
25.0
0.0

DO YOU FEEL THE SAME AT THE END OF
THIS MEETING AS YOU USUALLY WOULD
AT THE END OF A SIMILAR MEETING?

BETTER THAN USUAL
SAME AS USUAL
WORSE THAN USUAL

1

17.2
79.3 ★
0.0

did not receive supervision regularly enough, and a second staff member stated his belief that the
session was staged as he had not received any formal supervision for many months.

Length and Composition of Sessions
The length of meetings varied widely, not only from supervisor to supervisor but, in
some cases, between the sessions of the same supervisor.

The mean and median lengths of

individual sessions were identical at 44 minutes, but this is nevertheless misleading. In fact, the
lengths of individual sessions ranged between 18 and 76 minutes, with average lengths for each
supervisor ranging from 26V2 to 64Vi minutes. Figure 11 (page 156) illustrates the great variability
in meeting length, and table 39 (page 156) presents the lengths of individual supervisory sessions
urtabular form. The fact that the third session appears the longest in each case is merely a
reflection of the data entry process. Supervisory session data were not entered in chronological
order and thus have no bearing on the relationship between session lengths for each supervisor.
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LENGTHS OF INDIVIDUAL SESSIONS
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Figure 11.

Length of individual supervisory sessions.

Table 39.

The lengths of individual supervisory sessions. Three sessions are listed for each
of the ten supervisors in the sample.

SESSIONS PER SUPERVISOR

LENGTH OF SESSIONS IN MINUTES

1

55

27

35

37

18

48

60

64

53

26

2

38

71

29

32

38

35

60

54

57

26

3

53

54

56

29

25

43

45

76

48

28

Table 40 (page 157) provides a broad overview of the number and length of individual
events within sessions.
The table describes, for each supervisor in the sample, the average length of the three
observed sessions, the total number of events in all three sessions, and the mean and modal
average length of events. By event, I refer to the series of discrete activities that took place
within sessions, each of which was marked by a beginning, an end, and a specific length. In
addition, the table depicts the percentage of session time used by events of specified length as
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Table 40. The number and lengths of individual events within supervisory sessions.
SUPERVISOR
CODE

AVERAGE
LENGTH OF
SESSION IN
MINUTES

INDIVIDUAL EVENTS WITHIN SESSIONS
AVER*\GE IN
MIN UTES

# OF
EVENTS

% 0 FTOTAIv IN MINIJTES

MEAN

MODE

1-3

4-8

9-12

13 +

1

35.0

34

3.5

1

61.8

32.3

0.0

5.9

2

32.5

27

3.7

1

59.3

37.0

0.0

3.7

3

42.0

34

3.7

1

70.6

17.6

5.9

5.9

4

48.5

39

3.4

1

61.5

33.3

0.0

55.1

5

27.0

32

2.4

1

78.1

21.9

0.0

0.0

6

52.5

19

8.2

4

10.5

63.2

15.8

10.5

7

50.5

50

2.8

1

70.0

22.0

8.0

0.0

8

64.5

36

5.4

2

44.4

38.9

8.3

8.3

9

55.0

31

5.3

3

41.9

38.7

6.5

6.5

10

26.5

27

3.0

1

74.1

18.5

3.7

3.7

described above (page 151). Events can be thought of as the movement of topics during sessions.
What table 40 shows is that sessions varied considerably in length, and that individual
sessions tended to be quite fragmented. The mean length for a single event ranged from 2.4 to
8.2 minutes, with a mode of one minute per event. Across the entire sample, supervisors spent
a mean average of approximately 4 minutes on each subject, before moving on to another topic,
with most events lasting only one minute. The percentage column shows that, for all but one
supervisor, events lasting between one-three minutes took up the majority of the total time
available in sessions.

For every supervisor but one, over 80% of total time was spent in

transactions that lasted less than eight minutes, and for all supervisors the bulk of supervisory
time was spent in these relatively brief interactions. Overall, 59.6% of all events lasted less than
3 minutes, and 90.3% of events were completed within 8 minutes.
The picture of supervision that emerges, then, is one in which sessions move rapidly,
jumping fairly quickly from one topic to another, in which most interactions last one minute or
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less, and in which the majority of supervisory interventions are completed within eight minutes.
The data also reflects the broad latitude that supervisors have in conducting supervision, certainly
in the length of sessions. Figure 11 (page 156) clearly shows the fluctuation in session length,
both across the sample and, in some cases, for individual supervisors. As shown, although the
average length of sessions is 45 minutes, four of the sample supervisors averaged sessions lasting
less than 36 minutes in length, with sessions as brief as 18 minutes.

Content of Sessions

Supervisory behaviors were categorized as either administrative, clinical, or interpersonal
in nature. Administrative behaviors were considered to be those most directly related to the tasks
of program operations, and included behaviors such as on-the-spot staff evaluation, information
sharing, delegation, and general review. In addition, broad discussions regarding staff work or
client case work, providing a general overview and synopsis rather than an in-depth exploration,
were considered administrative. On the other hand, a more analytical approach to understanding
client cases, staff work, relationships, etc., was coded as clinical. These behaviors reflected a
detailed approach to staff-client work, the development of staff skills, and professional and
personal growth.

Interpersonal tasks pertained to the supervisory relationship, and the

supervisor’s focus on communication, team building, personal disclosure, follow-up, etc.

A

complete list of the coded areas is located in Appendix C.
Table 41 (page 159) breaks sessions down into supervisory behaviors.
Data from individual supervisory sessions were consolidated for each supervisor, and
the table presents the total data for each supervisor’s set of three sessions. Therefore, although
30 sessions were observed, they are represented as ten cases, with an additional total generated
for the averages across all supervisory sessions.
In seven out of the ten cases (each case representing three sessions) administrative
behaviors took up the greatest percentage of sessions, ranging from a low of 40% to a maximum
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Table 41.

The total content of supervisory sessions by supervisory behaviors. The data
represents the total accumulation of over three sessions per supervisor.
Number of
sessions=30.

SUPERVISORY BEHAVIORS WITHIN SESSIONS

SUPERVISOR

TOTAL
NUMBER OF
BEHAVIORS

1

141

63.1

8.5

28.4

36.9

2

99

80.8

10.1

9.1

19.2

3

154

41.6

27.9

30.5

58.4

4

166

68.1

11.4

20.5

31.9

5

115

62.6

20.0

17.4

37.4

6

251

32.7

49.4

17.9

67.3

7

176

40.3

24.4

35.2

59.7

8

360

16.7

63.1

19.7

82.8

9

214

22.9

48.1

29.0

77.1

10

90

50.0

25.6

23.3

48.9

TOTAL

176.6
(average)

47.9

28.9

23.1

52.0

of almost 81%.

PERCENTAGE OF BEHAVIORAL TYPES
CLINICAL

ADMINISTRATIVE

INTERPERSONAL

COMBINED
CLINICAL-INTERPERSONAL

Sessions dominated by clinical behaviors proved the norm for only three

supervisors, and in two of those cases represented less than 50% of total behaviors. On the
whole, across all supervisors, administrative supervision proved the norm: on average, 47.% of
supervisory behaviors was administrative, with an average of 28.9% clinical behaviors. 23.1%
of those behaviors was interpersonal.
In order to weight the scores in favor of clinical supervision, the interpersonal scores
were additionally combined with the clinical, thus creating a fourth category.

Under these

circumstances, 50% of supervisory sessions proved mostly administrative, and 50% mostly
combined clinical-interpersonal. In this scenario, across all 30 sessions, clinical-interpersonal
behaviors proved slightly more prevalent than straight administrative behaviors, with a respective
split of 52% for the combined clinical-interpersonal versus 47.9% administrative. However, as
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noted, this set-up heavily favors clinical supervision by assuming all interpersonal behaviors to
be directly related to clinical work rather than administrative.

In fact, as described above,

although related to clinical supervision, interpersonal supervision is equally appropriate as a
human relations approach to administrative supervision.
Figure 12 compares the three primary types of supervisory behaviors. As displayed,
there is great variation in behaviors among the supervisors, but administrative supervision is the
norm, and in most cases far outstrips the use of clinical supervision.

Clinical supervision

represents the majority of supervisory behaviors in only 3 cases, and only in cases 8 and 9 does
it rise high above administrative behaviors.

Figure 12.

A comparison of administrative, clinical, and supervisory interpersonal
supervisory behaviors.

In fact, administrative supervision is the modal form of supervision, outstripping the use
of clinical supervision by 65.7%.

160

Prevalent Themes in Supervisory Sessions
There was a general emphasis in sessions on client case management, with a level of
peripheral discussion "around" clinical issues that never reached the heart of the subject. There
was little focus on clinical observations, planning, or in-depth exploration of cases; instead, in
most cases, supervisors were content to identify general issues, review cases and current plans,
and exchange information. Consequently, supervision was directed towards surface reviews and
service delivery rather than analysis and understanding.

In fact, for the supervisors whose

sessions reflected a predominance of administrative behaviors (seven out of the ten), opportunities
for clinical supervisory interventions were often entirely missed by the supervisors.
For example, in a number of individual sessions staff themselves raised client issues or
concerns about their own work and their approaches to problem solving, but these were not
picked up by the supervisor. In some cases, staff stayed with the issue, repeating their concern
or re-phrasing questions several times during a transaction until finally dropping the matter. In
some instances, when supervisors did address the issue or answer a particular question, they did
so in a cursory manner or from an administrative point-of-view, entirely missing the opportunity
for in-depth exploration and guidance. At other times, opportunities for clinical interventions
were apparent to the observer, but were not addressed or recognized by either the supervisee or
supervisor.
The exceptions were found in the work of three supervisors whose sessions were
primarily clinical in nature. These supervisors usually responded to staff prompts or picked up
on session topics and initiated clinical discussion. In one case, over 63% of the supervisor’s
work was composed of clinical behaviors, with interpersonal behaviors representing an additional
19.7% of total behaviors. In this case, the supervisor largely focussed on the analysis of staff
work with clients, the improvement of staff skills through both dialogue and actual didactic
instruction, and the fostering of staff knowledge. There was little focus on program operations,
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with less than 17% administrative behaviors. Although, there was less actual clinical content and
a greater emphasis on administrative issues, the other two clinically oriented supervisors followed
similar patterns, although there were marked differences in style.
In one case, the supervisor dealt with a clinical intern as well as employed therapists, and
in that particular supervisory meeting showed a clear change in method, concentrating on
orientation, socialization, and instruction. In the supervisor’s other meetings, the focus was on
the probing of cases with an emphasis on the analysis of therapists’ motivations and methods, as
well as the development of concrete plans to further assist clients. The third supervisor in this
set assumed a similar approach, in which sessions concentrated on eliciting answers from the
supervisees, analyzing situations, and stimulating and exploring ideas. However, the work of the
first supervisor mentioned was, by far, the most clinical.
In all cases, relationships between supervisors and supervisees appeared strong and the
use of interpersonal behaviors averaged over 23% for all supervisors. Supervisor’s were willing
to discuss staff concerns, and in quite a number of cases went to some lengths to bring out staff
issues for discussion.

Most of the supervisors demonstrated personal skills, an idea supported

by the direct care survey data, and the ability to set their supervisees at ease; although not the
case in all sessions, more often-than-not supervision appeared a comfortable and informal
situation for staff, perhaps reflected in the session surveys in which direct care staff reported
sessions to be largely typical in content and format.
However, this informality also posed problems by helping to create a lax supervisory
atmosphere. In some cases, supervision was held in a relatively public setting or the supervisor
was responsible for answering phone calls or dealing with clients, and other sessions were marked
by routine interruptions. In one case, interruptions occupied over one third of the session, which
was short to begin with: interruptions accounted for seven minutes in a session that was only 18
minutes in length.

These distractions from the supervisory task play a significant role in
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maintaining a loose, informal, and non-supervisory environment. Coupled with a fast changing
format in which almost 60% of subjects were discussed in three minutes or less and 90.3%
completed in under eight minutes, supervision at ABC may be seen as a general review of
multiple subjects held under less than ideal conditions, rather than a carefully designed
opportunity for in-depth analysis and introspection.
Typical of most sessions, supervision at ABC is broad, but not deep. In most cases, it
covers much ground in terms of case management, review, and administration, but offers little
in clinical insight.

Although most supervisors had an agenda, they mostly centered about

administrative details such as staff scheduling (a frequent subject, much repeated even within the
same session) or administrative/management case review; in most cases supervision seemed to
be a play-it-by-ear proposition that, in almost every case, showed little signs of pre-planning or
structured development. The notable exception was the one supervisor whose work was the
highest in clinical content and in which there was a great deal of noticeable planning and serial
follow-up.
Evident, also, was the ideal that supervised staff bring an interest and a preparedness to
the session, themselves understand the meaning and value of supervision, and have an investment
in the process. The clinically-oriented sessions had staff who were, for the most part, clearly
motivated, brought agenda items in with them, and were active participants in the meeting. In
most other cases, staff themselves brought little to the session that was of a clinical nature.
Where staff did introduce agenda items, they represented general client concerns, items involving
information sharing, or general administrative issues.
On the whole, supervisory sessions were a mixed bag, well intentioned but inconsistent
and uneven.

There is no question that the content of sessions is important to program

operations, but for the most part supervisory sessions were not clinical in nature.

In fact, I

observed little to suggest that most supervisors understood the pathologies underlying client
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behaviors or how to address these through supervision, the simple recounting of client behavior
representing a report more than a clinical analysis. Through most of the sessions I observed,
staff were treated more as technicians than clinicians, despite the fact that almost 69% of ABC
supervisors felt that their staff were involved in clinical work.

Limitations of the Study
During the study, I collected two types of data: that which agreed with other data and that
which didn’t.

For instance, the direct care survey, regarding supervisee’s perceptions of

supervision, suggested something quite different than either direct observations of supervisory
sessions or answers given by supervisors during interviews.
Data derived from direct care and supervisory questionnaires suggest that clinical
supervision does take place, or at least that staff are satisfied with what they perceive as clinical
supervision, and that clinical supervision is more commonly used than administrative. On a 1-6
scale, with 5 representing general agreement, supervisors received a score of 4.6 from their
supervisees and scored themselves 5.2; conversely, staff scored supervisors 2.8 in their use of
administrative supervision, with supervisors scoring themselves 3.5 (table 27, page 120). These
data indicate a belief in the prevalence of clinical over administrative supervisor.
However, this is an instance where one set of data appears to contradict another, because
direct observation of sessions showed administrative supervision, in most cases, to be far more
prevalent than clinical: 48% of total observed supervisory behaviors were administrative in
nature, compared to 29% of clinical behaviors (table 41, page 159). These data were supported
by written survey answers, in which supervisors indicated that most of their time is spent in
administrative and other tasks, and not clinical supervision (5.9 hours of administrative and direct
care tasks for every 1 hour spent in staff supervision: table 34, page 131). Furthermore, most
supervisors felt that they spent approximately 50% of their supervisory time conducting "on-the-
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spot" rather than planned supervision, and 61 % stated that they did not provide enough clinical
supervision (page 122).
Without triangulation, there would only be one set of data to review and research
conclusions would be drawn on limited and only partial data. Through the collection of the same
type of data from multiple sources, it becomes possible to spot seeming contradictions and
analyze them further. Ideas are not necessarily wrong simply because, on the face of it, they
appear to differ.

In fact, the differences require the researcher to either seek alternative

explanations altogether or find explanations that help the data fit.

Inconsistencies do not

necessarily indicate that a set of data are incorrect; rather, they raise questions about the
limitations of the study, including the use of professional terminology, data collection methods,
subtleties of the phenomenon under study, the scope of the study, and the reliability of the
instruments.

Respondent Answers. Professional Terminology, and Survey Format
To some degree the differences in collected data, most notably in the respondent answers,
may represent confusion with the terms of the field; terms such as "clinical" and "clinical
supervision," in fact.

The study supports the idea that supervisors, as a group, act more

"intuitively" than academically" in explaining these terms, often giving very limited or poorly
defined answers. Additionally, neither supervisors nor staff are particularly clear on distinctions
between "clinical" supervision and supervision in general, and the edges between both types of
supervision are blurred by what happens in the actual practice of supervision.
When faced with questions about supervision, respondents may not be really clear about
the subject of the enquiry. When questioned about the number of hours spent in supervision, for
instance, respondents face a broad term with a number of meanings: supervision is both a role
that the supervisor plays all the time and a specific act in which the supervisor provides a
particular service for a discrete period of time. In the latter case, there is a further distinction
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still: supervision may be formal in that it is planned in advance and provided only for a set chunk
of time, or it may be the on-going daily process of supervision in which the supervisor provides
direction, coordination, planning, etc. on a more-or-less continuous basis.
A study question asked on the preliminary supervisory survey, referred to above (page
129), highlights this type of confusion. It asked respondents about the actual number of hours
spent in specific types of tasks and the number of hours they would ideally like to spend in those
categories. Although workable data were derived from this question, many answers had to be
scrapped either because they were incomplete or because they made little sense. This confused
response was not typical of other answers on the survey.

I assume a partial reason for the

confusion surrounding this particular question had to do with both the complex nature of the
question itself (it was a multiple category question, requiring responses to all sections) and the
confusing conceptual nature of the question itself — i.e., the dissection of supervision into "bits."
Some respondents simply chose to not answer the question at all or in the way intended, and
commented in writing that they felt unable or unwilling to break time up in this manner. The
question can be found in Appendix A, Supervisor Survey: 1. question 39.
Other problems were posed by differences between survey and interview answers.
Interview answers addressing clinical work and clinical supervision, for the most part, were more
detailed and more discerning than were the equivalent questionnaire answers. The explanation
for the greater detail and sophistication may simply be that interview formats permit greater
flexibility in answers than do surveys, that respondents take questionnaires less seriously than they
do interviews, or that questionnaire answers are more intimidating as they require a clear
demonstration of knowledge in a form that commits the respondent to a written answer.

Supervisory Style: Interpersonal Style vs. Clinical Content
In both assessing and discussing supervision, respondents seemed to confuse supervisory
style with the content of the supervision.

The use of human relations skills in delivering
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supervision, regardless of content, influences the manner in which staff experience supervision.
Staff may view supervision as "clinical" largely because it is delivered in a highly interpersonal,
relationship-oriented style, thus further blurring the edges between administrative and clinical
supervision. It’s as though "if-it-feels-good-it-must-be-clinical."
This raised some difficulties in knowing where to place the line between "clinical" and
"administrative" behaviors in the observation of supervision, as a third category of
"interpersonal" behaviors was also evident. Part of the problem is that certain aspects of clinical
supervision are themselves interpersonal in nature, such as relationship building. Yet the use of
relationship-building alone cannot be a reason to class the behavior as clinical. Instead, I chose
to class interpersonal acts as clinical behaviors only when they were attached to other clinical
issues in supervision or when the depth of the interpersonal intervention was on a relatively deep
level. Otherwise, I simply categorized behaviors as interpersonal and placed these into a third
behavioral class.
When questionnaire and interview answers indicated a strong clinical content to
supervision but sessions that I observed showed little clinical content, I concluded that
interpersonal aspects present in supervisory relationships were influencing answers.

The

interpersonal manner in which supervision is often delivered or the relationships that exist
between supervisor and supervisee outside of the supervisory session often suffice to have
supervision defined as clinical when it is, in fact, not very clinical at all.

Method and Classification of Observed Behaviors
The manner in which I chose to observe supervision, analyze individual sessions, and
categorize supervisory behaviors was critical to the outcomes of the study. Other methods for
collecting and analyzing observations may well have concentrated on and revealed different
aspects of sessions, and even yielded totally different interpretations.
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However, despite the thesis of this paper, that clinical supervision is limited in practice,
the classification of supervisory tasks during observed sessions was weighted in favor of clinical
supervision by placing 19 supervisory behaviors into the clinical category against only 15 in the
administrative group. In addition, the interpersonal group of behaviors contained 19 behaviors;
indeed, the clinical and interpersonal groups were combined during the analysis of observed
sessions in order to further weight the use of clinical types of supervision, creating a category
that outweighed the administrative group by 38 supervisory behaviors to 15. At least during the
observation phase of the study, by placing more supervisory behaviors in this combined group,
the study stood a greater chance of showing clinical/interpersonal supervision to be the norm and
administrative supervision as that least practiced. In this way, the study erred in favor of clinical
behaviors, rather than administrative.

Limitations in the Scope of Enquiry
Although ABC is presently adding a third mental health clinic, at the time of the study
it only operated two such clinics, both of which were included in this study. However, I was
unable to study either clinic to the degree initially intended.

In one case, the clinic had

previously been an independent program, an agency in its own right entirely separate from the
ABC agency, and was subsumed by ABC during the course of the study. Accordingly, the clinic
was added to the roster of ABC programs for this study, the program director of the clinic was
interviewed, and supervisory staff at the clinic were surveyed and interviewed. However, for
a range of reasons, supervisors at this clinic were unwilling to grant permission for the direct
observation of supervisory sessions. As a result, data from this clinic were limited to surveys
and interviews only.
I faced similar problems at the primary ABC clinic, although for different reasons. At
the clinic, the supervisory structure is very different than that found in other ABC programs, and
even other clinics. There is an unusual structure in which staff who have both administrative
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authority and provide supervision for direct care staff are very limited. In fact, there is only one
primary supervisor meeting both of these criteria, whose supervisory duties are extremely diverse
and demanding. Although other staff have supervisory responsibilities, these duties are extremely
limited for each individual designated as a supervisor, and their primary responsibilities are as
therapists themselves or as staff in other ABC programs. Indeed, it would be difficult to draw
a coherent organizational chart of the supervisory structure of the clinic. Consequently, most of
the staff having some supervisory responsibilities were uncomfortable with the idea of direct
observation of sessions, or saw little point to it as a result of their very limited supervisory load.
Of the two supervisors carrying a larger load, one was unwilling to allow direct observation.
Thus, although I gathered an acceptable amount of data from supervisors in the mental health
clinics, through questionnaire surveys and interviews, I was only able to directly observe the
supervisory work of one supervisor in either mental health clinic.
As described, I was able to directly observe the sessions of ten supervisors, and not the
larger group originally intended. Obviously, the larger the observed sample, the more valid the
data. Although the observed sample represented a little under 19% of the entire supervisory
population of 52, the initial plan called for a sample of almost 25 %. The primary loss here was
in terms of the opportunity to see the work of supervisors belonging to the most professional
group (mental health clinic supervisors) supervising the work of the staff belonging to the most
professional group (therapists).
In addition, I would like to have continued the study at the direct care level. A more
complete study would have included more specific questioning of direct care staff about their
perceived supervisory needs, and interviews with direct care that assessed the work of direct care
supervisors.
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The Instruments
I ran two types of statistical tests on the interval level scales used in both the direct care
and the second supervisory survey. Where the set of questions on the first survey seeks direct
care perceptions of supervision, the supervisory survey collects supervisory self-perceptions of
the same process.

Accordingly, the questions asked on each survey are very similar to one

another. I ran factor analysis and inter-item reliability procedures in order to help make sense
out of questionnaire results and to see how well collected data matched the theoretical model upon
which the scales were built.

Factor Analysis. Factor analytic procedures examine data for underlying elements that
can serve as basic variables under which all other variables can be subsumed. These parent
variables are the "factors" that represent themes or patterns in the data. Factor analysis on both
surveys failed to show similar groupings to those hypothesized in the function, form, and content
model upon which the survey questions were based. Instead, the analysis essentially clumped
most variables under a single factor.
In effect, the analysis suggested that the items being measured across the 80 questions
(derived from sixteen groups of five questions each) are just too similar for statistical analysis to
show any distinction. Examination of the questions indeed shows a strong similarity among them;
taken with the factor analysis, this suggests that the theoretical model underpinning the survey
is too subtle for the questionnaire as designed, and consequently does not appear clearly enough
in the questions asked. In order to catch the themes asserted in the function, form, and content
model of clinical supervision, the questions that divide the categories must be more distinct and
discrete.
However, this does not mean that the model is incorrect or of little value. In fact, as
noted at length in Chapter 2, the model is based entirely upon the professional literature. As a
tool for gathering staff perceptions about various elements of clinical supervision, the surveys
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were of great use.

As a means of distinguishing between these elements in a statistically

significant manner, the surveys require modification.

Item Analysis. An item analysis was conducted also, in order to assess the reliability of
the surveys. Item analysis seeks to distinguish between true variance in the sample and variance
due to test error. Coefficient alpha (also known as Cronbach’s alpha) was used because it tests
for internal consistency among items that can be scored other than "0" or "1” (e.g. Likert-type
scales). Although the results showed some fluctuation, for the most part the reliability coefficient
showed adequate internal reliability on the surveys, as shown in table 42 (page 172).
All 16 groups of five questions on both surveys were subjected to the alpha test. The
direct care surveys answers showed internal reliability (coefficient alpha >.60) on 15 of the
scales; however, the supervisor survey showed internal reliability on only ten of the scales. This
raises an interesting question.
The scales on both surveys are virtually identical, yet the supervisory survey shows less
internal consistency than the direct care version. This indicates that items on certain scales on
the supervisor survey did not work well together, and that relationships among items on the same
scale aren’t always clear; perhaps the supervisory experience is different for supervisees than for
supervisors. However, when tested across each subgroup of function, feature, and cycle
elements, as well as across all 80 questions on each survey, the reliability coefficients are high.
The surveys then, were generally effective in their measurement of phenomena but were
not capable of much discernment among many test items. In some cases, it’s not clear exactly
what the surveys are measuring, especially when considered in light of the factor analysis.
Consequently, the questionnaires will require considerable work to shape the underlying theory
into more useable and less general instruments that may be used in future studies.
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Table 42. Reliability coefficient scores for the direct care and supervisor surveys, using
Cronbach’s Alpha. Reliability

2.60.

SUB-SCALE MEASURED

DIRECT CARE SURVEY

SUPERVISOR SURVEY: 2

FUNCTION: FACILITATION

.830

.539

FUNCTION: STAFF DEVELOPMENT

.859

.706

FUNCTION: STAFF SOCIALIZATION

.847

.304

FUNCTION: SERVICE DELIVERY

.753

.739

FEATURE: FACILITATIVE ENVIRONMENT

.864

.835

FEATURE: SUPERVISORY RELATIONSHIP

.858

.716

FEATURE: STRUCTURAL ELEMENTS

.410

.571

FEATURE: LEARNING EXPERIENCES

.758

.434

FEATURE: SUPERVISORY SKILLS

.897

.766

FEATURE: SUPERVISORY ROLES

.767

.154

CYCLE: RELATIONSHIP BUILDING

.881

.853

CYCLE: PLANNING

.856

.703

CYCLE: OBSERVATION

.869

.705

CYCLE: ANALYSIS

.836

.763

CYCLE: CONFERENCE

.636

.661

CYCLE: FOLLOW-UP

.836

.519

FUNCTION ELEMENTS

.952

.846

FEATURE ELEMENTS

.937

.899

CYCLE ELEMENTS

.957

.860

ALL 80 QUESTIONS

.983

.955

Summary and Discussion of Results
Underlying the primary analysis of data is the congruence model of organizational design.
Accordingly, the interpretation of data and construction of conclusions is largely based upon the
four elements of employees, formal organizational arrangements, informal organization, and task,
and their inter-relationship to one another.
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General Overview
ABC supervisors are typically female, most often in their 30’s, earn between $20-25,000,
and are first level supervisors, responsible for between 5 and 10 staff. They are a relatively
experienced group, most with over five years in the human services and 42% with five years or
more experience as supervisors. They are personally well educated, with over 42% holding
master’s degrees, but are not professionally well educated, typically falling into the non¬
professional or paraprofessional group.

This matches the work expectations of most ABC

programs, which generally require only a bachelor’s degree for supervisory positions, and require
little or no professional licensing or certification.
Supervisors display a limited ability to articulate conceptual elements of either clinical
practice or clinical supervision, and have virtually no training in the provision of clinical
supervision. Indeed, there are no set standards or uniform methods for supervisory training at
ABC, and where training programs do exist they focus almost entirely on administrative
supervision. No training in clinical supervision is required or provided by the agency.
Supervisors consider administrative tasks their most important duties, in both actual and
idealized versions of their work, although direct care work is the single task in which they would
most choose to engage. In describing their actual work tasks across ten areas, supervision ranks
sixth, with only planning, training, and evaluation receiving less attention. Crisis intervention,
non-supervisory meetings, phone calls, paperwork, and the supervisor’s own direct care work
tend to be the primary named obstructions to individual supervision. In the case of clinical
supervision, non-clinical supervision and inadequate training are, by far, the most commonly
named obstructions.
Formal organizational arrangements for supervision throughout ABC are diverse and thin.
Although some standards do exist, they are weak and either contradict themselves or conflict with
parallel standards found in other ABC programs. No coherent basis for the provision of either
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general or clinical supervision emerges from the network of formal standards and arrangements
that does exist. In addition, there are virtually no references to clinical supervision in any formal
materials, other than the two instances where clinical supervision is briefly mentioned by name.
Instead, supervisory structure resides more in the informal organization, where it is
believed (and apparently true) that the supervisory chain is responsible for the implementation and
monitoring of supervisory practice. In terms of task, supervisory sessions vary widely in length
and are punctuated by a series of rapid events and frequent and often subtle changes in subject
matter. There is a predominance of brief interactions in which most transactions occur in less
than three minutes and almost all discrete conversations on individual subjects are over within
eight minutes.

Finally, there is a preponderance of administrative supervisory behavior in

supervision, with only 3 of the observed supervisors demonstrating strong clinical supervisory
skills.

Even when combined with interpersonal behaviors, administrative supervision still

occupied almost 48% of all supervisory behaviors during observed sessions.
Overall, a highly non-standardized, informal, and undefined system of supervision exists
at ABC, in which supervision fluctuates widely, focussing more on the administrative operations
of programs than on the clinical basis of services. At ABC, although supervision clearly focusses
on client services, it is from a case management, rather than a clinical, perspective.
At ABC, it is consequently easy for both direct care staff and supervisors to conclude that
supervision is clinical because: (a) it focusses on clients, and (b) it is highly interpersonal.
However, at ABC, a human relations approach to case management and program administration
is being mistaken for clinical supervision, when, in fact, little clinical supervision is taking place.
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CHAPTER 6
CONCLUSIONS
Following the assertion that the site selected for this study is representative of the human
services industry in general, the chapter continues by describing the methodical development of
the study and its underlying logic. After outlining general results, a detailed evaluation of the
results is provided, proposition by proposition, followed by a description of the major
obstructions to clinical supervision derived from the study. Following the evaluation of results,
the contention is made that clinical supervision is largely impeded in practice by an aggregate
condition that results from interacting, multiple causes, each of which serves to partially limit
clinical supervision.
The nature of supervision is described as systemic and the design of individual
supervisory systems is discussed, based upon the assertion that such systems must be largely built
to suit the needs of individual programs. The chapter closes with a brief review of additional
work that must be done, reiterating the need to align espoused theory with theory-in-use.

The Nature of Human Services Management
I believe that is important to frame this study in the larger context of the human service
industry.
Although spontaneous and intuitive, rather than academic, answers given during
interviews had both depth and breadth, and were remarkably consistent. One may argue that
similar answers were given by supervisors, program directors, and executive managers because
ABC is, in fact, a cohesive organization that has a philosophy that filters down through the ranks.
I believe that this is true, to some degree. However, I also believe that the experience of staff
in the field, whether at the executive or supervisory level, is similar because of the nature of the
human services industry and the practical "through-the-ranks" experiences of working supervisors
and managers.
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The focus here is on the real-world human service manager. The subjects of the study
were all supervisors who have mostly come up through the ranks, or program managers whose
primary concern is running a program in which supervision and training represent just single
parts. At the executive and program management level, all of the staff have master’s degrees and
a number have, are working on, or have completed some work towards their doctoral degrees.
Yet, for the most part, even these academically trained managers have previously put time in as
direct care workers and supervisors, and themselves have come up through the working ranks.
Although this was not a question that I specifically asked, to the best of my knowledge none of
the staff at the organizational level came to their jobs from purely academic backgrounds without
some prior lower level experience.
These staff have had their attitudes shaped more by their practical work experiences than
by rigorous academic experiences (despite higher levels of education); they have had
homogeneous experiences and give similar answers because they perceive the nature of human
services in much the same way as one another.
By some standards, the ABC agency may not be considered highly clinical in orientation.
Yet it is doing mainstream human services work, delivering a wide range of such services, and
is the largest human service provider in its very large catchment area. Additionally, the agency
is growing in size, and has grown even since the initiation of the study.

It shows signs of

continuing this growth, despite very adverse economic conditions in its home state (and especially
for human services programs), and becoming even more influential in the human services sector
than it already is. Furthermore, it is similar to almost every other human service organization
that I have encountered in 14-plus years of professional social work practice, as both a clinician
and program director. Unless my professional experience has been unrepresentative, the kind
of staff employed by ABC at the supervisory and management levels represent the norm in human
services and not an unusual pocket found only in ABC.
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The professional literature creates an image of the "professional" human service worker
in the "professional" human service organization, in which both supervisors and direct care staff
clearly fall into the professional, rather than the non- or paraprofessional, group. In this context,
the primary requirement for professionalism is the granting of a college degree, sanctioned by
a national human services accreditation body, typically at the master’s level.

Secondarily,

professionalism may be defined by the acquisition of a state license (such as a license to practice
psychology or teach elementary school), a specialist license or credential from a professionally
sanctioned organization (such as a Certificate of Advanced Graduate Study or a credential in
marriage counseling), or affiliation with the sanctioning body of a professional association (such
as membership in the National Association of Social Worker’s Academy of Certified Social
Workers). Additionally, professionalism is often defined by the type of human services position
held by the worker, and the status conferred upon the position by the employing organization.
Somewhat truistically, the professional human services organization is largely defined as
an organization that employs professional staff, as well as by the licenses it holds to legally
operate in at least one sphere of the human services industry. However, my argument here is
that, despite its reliance on para- and non-professional staff and its broad base of operations, ABC
is, in fact, a typical human service organization.

Likewise, the employees of ABC are

representative of typical human service staff in a field in which the high level of professionalism
described above is not the norm.

The Underlying Premise
This thesis has presented the basic premise that clinical supervision is universally hailed
in the professional literature of the human services industry, and across all disciplines within it,
as critically important to client services. From that principle, I have attempted to build a case
for understanding, defining, and exploring the actual practice of clinical supervision.
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Despite differences in existing models of clinical supervision and the disparate literature
on the subject, there are attributes common to all models that can be named and classified under
distinct categories.

In this thesis, those categories are described as the functions of clinical

supervision, the features by which it can be recognized, and the cycle of events by which it is
implemented and maintained. This model was named the function, form, and content model of
clinical supervision. Once understood in terms of its component parts, clinical supervision can
be described in such a way as to make the definition virtually universal.
Clinical supervision was described as both a method for providing supervision and a task
that is directed towards the assurance of high quality client services. As defined here, it is a
dynamic organizational process in which supervisors: (1) themselves use clinical techniques in
providing supervision, (2) focus upon the professional and personal development of supervisees,
and (3) monitor and direct the clinical work of direct care staff so that their delivery of client
services achieves organizational goals in accordance with organizational and professional
standards.

Once defined, it is possible to go out into the real world of human service

organizations and discover the extent to which clinical supervision is practiced, and what barriers,
if any, impede its use.
The essential premise, then, is that clinical supervision can be defined, broken into
component parts that can be named and measured, and observed and studied in actual practice.
Once thoroughly understood it is possible to examine and compare clinical supervision as both
espoused theory and theory-in-use. Similarly, obstructions to the use of clinical supervision can
be identified, measured, and analyzed. Accordingly, I developed procedures for gathering data
on the actual use of clinical supervision and postulated that multiple obstacles would be found to
obstruct its practice.
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Brief Overview of Findings
This study found, as hypothesized, that many of those things attributed to supervision
were not generally found at the case study site. Supervision in practice is a poorly defined or
undefined concept that is not built upon any coherent model for its use. Elements such as a cycle
of planning, observation, conferences and follow up, a focus on the development of clinical skills
and analytical thinking in staff, or a detailed review of clinical work with clients do not represent
the norm in staff supervision at ABC.
Instead, supervision is largely a non-standardized process that addresses mostly basic
operational issues in program and client management. Administrative tasks assume the bulk of
the supervisor’s time, and most of the supervisor’s behaviors during supervisory sessions are
administrative in nature. Although supervision tends to concentrate on client-related issues, it
does so in a cursory case review format, characterized by a series of brief transactions within
sessions. Supervisory sessions are largely made up of a series of one minute interactions, and
almost all topics are completed within eight minutes.
Supervisors themselves are generally non- or paraprofessional staff who, although
personally well educated, are not professionally well trained. This situation is tenable at ABC
because supervised staff fit a similar profile, although professional standards are lower for direct
care staff, most of whom are non-professionals holding professionally low-status positions. In
addition, supervisors have very weak to no training in clinical supervision, and are not able to
easily articulate principles of the subject.
As well as focussing on client issues, supervision tends to be delivered in a largely
personal and friendly environment, with an emphasis on both client welfare and staff
relationships. Coupled with a general lack of exposure to the principles and methods of clinical
supervision, both supervisors and direct care staff mistake this client-centered, relationship-based
form of supervision for clinical supervision. They thus report satisfaction with something that
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fits what they imagine to be clinical supervision. In fact, supervisory practice at ABC is mostly
a human relations6 approach to an administrative form of supervision.
Since ABC is a representative human services agency, it is reasonable to assert that
supervision at ABC is reflective of the state of clinical supervision in general. In fact, given the
large percentage of ABC supervisors holding master’s degrees and ABC’s role as a clear leader
in the industry, and somewhat of a giant, this case site is probably a cut or two above the norm
in human services operations, thus further strengthening the argument that the findings are
representative of the industry in general. Once again, I note Borg and Gall’s (1983) assumption
that selected cases in the case study method represent other similar cases and that generalizations
can be made for a homogeneous class of events or individuals, and the assertions of Cronbach
(1980), Patten (1990) and others that the process of extrapolation is appropriate to the case study
method (see page 73).

Review of Propositions
The study presented seven propositions, asserting that multiple barriers impede the use
of clinical supervision. The study concluded that, in fact, clinical supervision is indeed in limited
practice, and conditions do exist that obstruct its use.

1.

Supervisors of direct care staff are often untrained in clinical concepts._Mast
supervisors are unfamiliar with the clinical perspective and cannot elaborate upon
the relevance of that perspective in client direct care work.

This proposition proved largely true. In response to questions 28, 30, and 31 on the
Supervisory Survey: 1,94.1 % of supervisors asserted familiarity with the term ''clinical," 62.8%

6 By "human relations," I refer to a school of management thought that historically followed the
lassical school of scientific management and administrative science. The human relations approach is
uilt upon a model in which the organization is seen as a largely social environment composed of personal
slationships and other social factors that influence work, and in which worker behavior can be attributed
> sentiments instead of (or as well as) reason. Through attention to the personal and emotional needs
f employees -- the interpersonal domain — production outcomes can be predicted and modified. For
greater discussion on the human relations school, see Alvesson (1987), Burrell and Morgan (1979), and
Batson (1987).
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identified their own work as clinical, and 68.6% reported the work of their staff as clinical.
However, most were unable to adequately articulate a brief description of clinical principles in
writing (question 29), despite the fact that they had the questionnaire in their possession for
typically two weeks or more. Of the 52 supervisors who completed the questionnaire, only 1.9%
gave written descriptions that could be considered strong. 30.8% of supervisors gave answers
that indicated moderate familiarity with the clinical concept, and 67.3% gave answers that were
poor in content or did not answer the question at all. The criteria by which answers were judged
are described on page 123.
During interviews, supervisors gave oral answers that were certainly stronger than the
written answers of the larger population. However, as noted, answers were more intuitive and
spontaneous than reflective of prior knowledge. Given the perception of supervisors that their
work and the work of direct care staff is clinical in nature, and their role as the monitors, guides,
and trainers of staff, one would expect supervisors to be far better able to elucidate clinical
concepts than they were.

2.

Supervisors have received little to no training in clinical supervision, whether
clinically trained or not. They are unable to describe the purpose of clinical

supervision and are unfamiliar with methods for engaging-in its practiceThis assertion proved true, thus supporting the findings of Borders and Leddick (1987),
Fant and Ross (1979), Loganbill et al. (1982), Munson (1983), and Shulman (1982) that
supervisors have little formal training in clinical supervision (see page 33). In terms of training,
54.9% of supervisors reported they felt very little or little satisfaction with their training in
clinical supervision, 19.2% reported that they had received no training in clinical supervision,
and 38.5% reported that their use of clinical supervision was limited because they felt
inadequately trained (questions 51, 49, and 48, Supervisory Survey: 1). 11 of the 13 interviewed
supervisors reported that they had received no training in clinical supervision.
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Although 40.4% of the entire supervisory staff believed they had received moderate
training in clinical supervision, this suggests on-the-job training rather than any formal course
work or workshops on the subject. 55.8% of staff cite O-T-J as their primary source for such
training, and an additional 40.4% describe work provided workshops or classes as the source
(question 50, Supervisory Survey: 1). This is odd because, as described, ABC does not offer any
training at all in clinical supervision. Nevertheless, it is possible that such training was acquired
through previous training, although personal experience and the nature of ABC as a typical
human service agency suggest that this an unlikely possibility.

Furthermore, 46.2% of

supervisors report receiving training in clinical supervision through degree-related college
courses; however, only 15.4% of supervisors had professional degrees, and so the percentage of
supervisors receiving clinical supervisory training through degree-related courses seem high. I
believe figures describing sources of training in clinical supervision reflect either a confusion
between clinical and other forms of supervision or over reporting, as described on page 128
In response to questions 42, 44, and 45 on the Supervisory Survey: 1, 86.5% of
supervisors reported familiarity with the concept of clinical supervision, 78% reported providing
clinical supervision to their staff, and 68% of supervisors reported that clinical supervision
occupied at least V* of their total supervisory time. However, when asked to briefly describe
principles of clinical supervision in writing (question 43), only 7.7% gave answers that showed
strong familiarity with the concept. Although supervisors were better able to articulate concepts
of clinical supervision in writing than they were able to describe concepts of clinical practice
(question 29), 57.7% presented answers that were weak or did not answer the question at all, and
13.5% of supervisors reported that they were not familiar with the term at all.

34.6% gave

answers that showed a moderate familiarity. The criteria by which answers were judged are
described on page 124.
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Again, although interviewed supervisors demonstrated greater knowledge in their spoken
responses, answers indicated an informal understanding rather than trained knowledge. In fact,
no interviewed supervisor was able to describe a method, model, or steps for the provision of
clinical supervision. Both this proposition and proposition 1 support Hart’s (1982) assertion that
few supervisors are given a conceptual framework for organizing their supervisory activities (see
page 33).

3.

Supervisors perceive the preponderance of supervisory tasks to be administrative in
nature. They consider the majority of their supervisory chores to focus about staff
and program management, rather than the development of staff skills and the
improvement of client services.

This proposition also proved true.

In terms of actual duties, supervisors report that

65.5% of their tasks are administrative, and an additional 20% are direct care, describing only
14.5% of their tasks as staff developmental.

In describing a preferred work schedule,

administrative tasks still occupy 56.4% of total work time and direct care work an additional
21.7%, leaving only 21.9% of time available for the staff developmental tasks of supervision
(Table 33, page 130). In actual practice, as described by supervisors, for every one hour spent
in staff development, 4.5 hours are spent in administrative tasks.

4.

Formal organizational expectations for supervisory practice are minimal., and do.not
identify clinical supervision as the preferred form. Senior management provides
few, if any, guidelines for the implementation of supervision. Where policies do
exist, they focus on the administrative or general nature of supervision.

This proposition is entirely true on the organization-wide level, although within some
individual programs formal materials exist that describe clinical elements of supervision.
In fact, at the organizational level there are virtually no formal standards, expectations,
criteria, or definitions for the practice of either general or clinical supervision, and clinical
supervision is never mentioned. Even where some individual programs and clusters of programs
do have formal guidelines for the implementation and practice of supervision, only two brief
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references are made to clinical supervision by name. These references are brief, are not repeated
in any other materials, and effectively slip out of sight once mentioned.
However, where policies and procedures for supervision do exist at the program, rather
than organizational, level they are mixed in content. In many ways they relate most directly to
the administrative role of the supervisor, yet some of the materials describe clinical supervision,
even thought that term is generally not used.

The collection of materials contains neither

descriptions of supervisory competencies nor requirements for supervisory training in either
general or clinical supervision; and no basis for uniform supervision exists anywhere within the
organization. In fact, most of the basis for the actual practice of supervision lies in the informal
structure of the organization.
Accordingly, from an organizational perspective the proposition proves true.

At the

program level, it proves only partially true. Some programs have no formal materials at all,
where other programs have formal materials that range from the weak to the strong. Overall,
however, the network of formal materials that exist within programs is diverse and even
contradictory, and cannot be said to reflect upon the formal arrangements of the entire
organization. As noted, 13.5% of supervisors reported that they were not even familiar with the
term "clinical supervision."

5.

Resources are not available within the organization to assist in the development of
clinical supervision skills. Most supervisors receive little training as supervisors.
which is irregular at best or not required by the organization. Where training is
available or required, it focuses on the generic management functions of practice.

Based on the existing known and identified resources within ABC, this proposition also
proves true. Although a little over half of the interviewed supervisors felt that there were people
within the agency to whom they could turn for help with clinical supervision, this was a
completely untested assumption for them.

Judging by the answers of supervisors, program

directors, and executive staff, it is not entirely clear who these personal resources might be.
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However, on the basis of the training resources that do exist, no resources exist for training in
clinical supervision.
Although over 90% of supervisors report some form of training in general supervision
and almost 81% report some form of training in clinical supervision, these figures are suspect
in terms of over reporting and the confusion of terms, as described above. For instance, over
40% report work-provided training in clinical supervision, although ABC provides no such
training. Additionally, almost 56% of supervisors report training in clinical supervision through
their own supervisor. As noted, based on the answers of supervisors and program directors, it
is unlikely that supervisors are a good source for the formal training of other supervisors in
clinical supervision.
Certainly, ABC provides no formal training in clinical supervision. Although the agency
consistently provides two series of supervisory trainings, the focus is entirely on administrative
tasks and interpersonal skills. The training is not mandatory, and none of the programs studied
in depth required any training in supervisory skill development.
Consequently, although training resources do exist for supervisors, there are no training
standards or requirements, and training focuses entirely on non-clinical supervision.

6.

Human service programs perceived by management as clinical in nature are more
likely to advocate clinical supervision for their direct care_staff.

This proposition proved untrue, I’m frankly glad to report. Although, as reported below,
the value placed on clinical supervision appears to rise as professional status increases, both
program and executive management unequivocally support the use of clinical supervision within
the agency as a whole, regardless of the defined nature of individual programs.
However, the proposition is not entirely without merit.

Licensing requirements,

professional ethics, and the mind set of program managers clearly influence the actual or
espoused use of clinical supervision within types of programs. The mental health clinics, for
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example, have a clear professional responsibility to provide clinical supervision, and are required
to provide supervision in order to meet licensing requirements. It was in one of the clinics, in
fact, that one of the two named references to clinical supervision was made, and in which the
provision of clinical supervision was relatively strong. The clinic direct care staff fall into the
moderate or high professional group as a result of licensing requirements and, accordingly,
supervisors also fall into moderate or high professional groups. As a result, there is a higher
level of training, professional socialization, expectations, and requirements that lead towards a
greater use of and propensity towards clinical supervision.
On the other hand, although an espoused value, the other clinic was unable to provide
clinical supervision for a variety of reasons, despite the fact that supervisory staff at that site fell
into the highest professional group. These included recent supervisory personnel losses, major
organizational changes, inexperienced supervisors, staff resistance, and a range of internal
political considerations.
In addition, program directors who were themselves more highly trained human
service professionals tended to more definitively support clinical supervisory values in their
programs, even if the term clinical supervision was not in use. Programs with the greatest formal
arrangements and expectations for supervision tended to have directors who had personal interests
and experience in clinical supervision.
However, this proposition addresses espoused theory more than theory-in-use. At the
espoused level, clinical supervision is universally supported by both executive and program level
management for all direct care staff, regardless of the nature of the program.

7.

Clinical supervision is considered unnecessary for most direct care.stafL Direct
care staff who hold clinical job titles are more likely to be perceived in need of
clinical supervision than the majority of the direct care staff who are not
professionally trained.
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On the whole, the proposition cannot be said to be true, although there is some weak
support for parts of it.
Although almost 69% of all supervisors reported the work of their staff as clinical, this
percentage varied according to the professional group into which the supervisor was placed.
Where 100% of the professional group of supervisors considered the work of their staff to be
clinical, only 68.2% of the paraprofessional group saw their staff as engaged in clinical work,
and only 54.6% of supervisors in the non-professional group felt that the work of their staff was
clinical. 72.7% of supervisors in both the non-professional and paraprofessional groups felt they
provided enough individual supervision, whereas only 37.5 % of supervisors in the professional
group considered that they provided enough supervision. Similarly, only 25 % of the professional
group supervisors felt they provided enough clinical supervision, compared to 32% and 41%
respectively in the low and moderate supervisory groups. However, chi-square tests found no
evidence to suggest significant statistical differences between the three professional groups.
Nevertheless, the data suggests that supervisors in the high professional group belief that
their staff are in greater need of clinical supervision than do supervisors in the lower professional
groups. Given that more professional supervisors tend to supervise more professional staff, one
of two conditions may be true: supervisors consider clinical supervision to be more important
based on the professional status of their staff, or supervisors in the professional group believe in
the importance of clinical supervision due to their own professional orientation, regardless of the
professional status of their staff. In other words, the value placed on clinical supervision may
lie in the supervisor’s own set of professional values rather than in the professional status of
supervised staff.
However, it is untrue that clinical supervision is considered unnecessary for most direct
care staff. While it is possible that the value placed upon clinical supervision may rise with an
increase in professional identity, on the part of the supervisor or the supervised staff, it is clear
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that clinical supervision is seen as legitimate for direct care staff by the majority of supervisors,
regardless of their own professional status or the status of their staff. For instance, only 17.3%
of all supervisors asserted that they were satisfied with their provision of clinical supervision.
This proposition is in need of greater research.

Obstructions to Clinical Supervision
At the ABC agency, at least the following conditions exist to obstruct the practice of
clinical supervision. (1) Supervisors are not professionally well-trained clinicians and do not have
a clear grasp of the underlying basis for clinical work itself, despite the fact that their work and
the work of the staff they supervise is largely construed as clinical. (2) Supervisors have no
model by which to understand, structure, or deliver clinical supervision and cannot readily
articulate underlying principles or methods of clinical supervision. (3) Supervisors consider their
work to be primarily administrative in nature.

Additionally, supervisors prefer to engage in

direct care work and, even in idealized versions, individual supervision is not a favored task,
ranking behind both administrative and direct care tasks. (4) Formal organizational arrangements
don’t exist by which supervision is consistently defined, by which organizational standards and
procedures are set, or which describe required supervisory competencies.

(5) There are no

adequate training resources to develop clinical supervisory skills in supervisors. (6) Supervisors
are largely paraprofessional or non-professional employees who lack a professional "propensity"
towards clinical supervision. Supervisors have not been exposed to the professional indoctrination
process by which professional standards and expectations are transmitted and inculcated, and that
produces a cultivated and socialized belief system that gravitates towards clinical supervision,
even where supervisors are themselves untrained and unskilled in its methods and principles.
In addition to these six categories, other obstructions to clinical supervision, not
previously proposed, emerged during the course of the study. (7) Informal organizational myths
that operate on a face value basis, allow espoused theory to go unmatched against theory-in-use.
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In this case, the apparent belief among managers, supervisors, and staff that clinical supervision
is practiced most of the time is a myth; as long as theory-into-practice goes unevaluated,
conditions of this sort remain an obstruction to the efficacy of supervision.

(8) Clinical

supervision is impeded by the current drive of funding sources towards performance-based
contracts and measurable quantitative outcomes, rather than the traditionally hard-to-measure
qualitative aspects that characterize the human service industry. The move towards creating
concrete and measurable outcomes focuses supervision, where it exists, on items that are
quantifiable, rather than qualitative; on task rather than content. Emphasis gets placed on the
documentation of supervision rather than its evaluation.
(9) The crisis-oriented nature of the human services presents an additional barrier.
Formal supervision of all kinds is obstructed by what one supervisor called The Tyranny of the
Present, the ever-present reality that forces supervisors to constantly shift priorities towards the
most urgent, often sparked by a client need or staffing problem.

(10) Finally, the view of

supervision as a "thing," rather than as an interacting system of parts, is an obstacle to the
effective introduction and use of clinical supervision.

As long as supervision is seen as a

disjointed "thing" that takes place within the organization, it runs the risk of being simplified in
every way, from its introduction into the workplace, to the support system that develops and
maintains it, to its measurement.

This simplified notion of supervision as thing rather than

system, leads to one-model-fits-all notions of supervision.
In the systems concept, supervision is the product of a series of interacting forces that
include employee skills, values, and perceptions, formal organizational standards and
expectations, the informal culture of the organization by which supervision is to put into practice,
and finally, the nature of the actual demands of the task itself.
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Support for the Study
I have asserted that the condition that impedes the use of clinical supervision is an
aggregate one, stemming from the interactions of the multiple causes identified above. Five of
the seven propositions initially advanced in the study proved largely correct, and therefore
provide general support for the idea that there are multiple individual impediments to supervision,
and not just one. In the single or primary problem approach, one solution will fix the problem.
In the aggregate condition proposed here, in which the barrier is the result of multiple problems,
only a systemic, organization-wide approach can solve the problem.
Overall, I believe that I have demonstrated that clinical supervision can be universally
defined, observed, and analyzed in practice and in myth, and that the source of its limited use
lies in an aggregate condition resulting from multiple individual problems.

Designing Idiosyncratic Supervisory Systems
The function, form, and content model provides the theoretical basis for a system of
clinical supervision, and the congruence model provides a means for understanding the structural
interdependence of system components. A review of espoused theory and theory-in-use provides
a means for feedback between the resulting output and subsequent input. This overall model was
illustrated in figure 7 (page 70), and is described more succinctly in figure 13 below.
Although figure 13 (page 191) presents a formula for the development of supervisory
systems in general, individual systems must be developed for individual organizations and
programs. There is no simpler answer to design; organizations must examine and analyze their
own needs, and assess how they may best develop and implement a supervisory system (Bunker
& Wjinberg, 1988; Thurley & Wirdenius, 1973).

Where the structural elements of

employee/formal arrangements/informal organization/task and the underlying elements of clinical
supervision remain the same, the situational basis for the design and implementation for the
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Figure 13. The structure of the supervisory system, with reference to the models used in this
study.

system will differ.

Organizations must look at their own specific needs, the demands and

expectations of funding sources, the level of skills currently possessed by supervisors, the
professional background of their staff, the nature of the organization’s work and goals, the
surrounding job climate, and so on. In other words, supervisory systems are situational rather
than generic.

A Differentiated System .Qf. Clinical Supervision
Systems of clinical supervision need not all be identical, squeezed into the one-model-fitsall mold. The practice of clinical supervision can be visualized along two intersecting continua
that together form the four cells illustrated in figure 14 (page 192), thus illustrating a
differentiated system of supervision.
Along the vertical continuum, supervision is seen in terms of the primary clinical
interventions used by staff in their direct care work with clients. At one extreme are highly
abstract therapeutic interventions, such as those that might be typically used in private therapy
or a mental health clinic. At the other end of the continuum are interventions that are more
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Figure 14. Differential systems of clinical supervision, formed along two continua.
concrete, and are aimed more at client behavior than cognitive processes; these kind of
interventions might be used in client sheltered workshops, for instance. In many human service
organizations, staff interventions will fall somewhere between these two extremes, resting more
towards one end than the other. The nature of these interventions will determine the type of staff
skills needed to best work with the organization’s clients.
The horizontal continuum addresses the nature of supervisory interventions directed
towards staff.

At one end are highly interpersonal interventions, using human relations

techniques, and at the other are interventions low in interpersonal content.
Going back to the idea of clinical supervision as both content and method, the
cognitive/high therapy continuum describes the level of clinical content in the staff-client
relationship, where the high/low interpersonal continuum best reflects the level of clinical content
in the supervisor’s approach to supervision. Accordingly, supervision high along both continua
will result in highly clinical supervision; at the other extreme, supervision will be low in clinical
content. Programs, for instance, that are aimed more at managing the lives and cases of adult
mental health clients may require a different level of supervision than programs aimed at the
treatment and rehabilitation of juvenile offenders. Similarly, programs providing foster care
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services and support for foster parents will presumably require a different approach and focus
to clinical supervision than a mental health outpatient clinic that provides primary counseling
services to voluntary adults seeking therapy.
In other words, it may be that clinical supervision must be differentiated, not because the
needs of individual staff vary as in developmental supervision, but because the need of programs
vary, based on the primary objectives of the program.

However, the underlying model of

supervision remains the same. Although it may yet undergo some revision, the function, form,
and content model provides a useful synthesis of the literature, a means for understanding the
nature of clinical supervision, and a powerful base upon which to build a system of differentiated
clinical supervision.
Accordingly, in any system of clinical supervision, there will be a conscious focus on the
development of a supervisory relationship that best facilitates staff awareness, skill development,
and professional growth, regardless of the level of interpersonal contact. Similarly, there will
be a deliberate emphasis on understanding the clinical content of staff-client interventions,
regardless of the nature of those interactions as largely behavioral or largely therapeutic.
Regardless of how clinical supervision is wrapped up, its basis lies in the analysis of client
behavior and staff interventions, a clear focus on client pathology and an orientation towards the
achievement of desirable client outcomes, the development of staff skills through the supervisory
relationship, and the use of clinical skills in the delivery of supervision.

Ihfi..Ekmeiits of the Design
There are a number of significant areas that together constitute a system of clinical
supervision. A brief description follows that summarizes and highlight the major areas, but it is
not intended as an exhaustive or all-inclusive list.
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Formal Organizational Arrangements- Organizations must produce formal elements by
which clinical supervision may be defined and standardized. This will involve the adoption of
a model, a description of organizational expectations, the development of standards and
procedures, a system for the evaluation of the supervisory process, and a statement of expected
supervisory competencies.

Examples of clearly stated competencies can be found in the

Recommended Standards for Social Work Supervision of the Australian Association of Social
Workers (Scott, 1991), the Code of Ethics and Practice for the Supervision of Counsellors of the
British Association for Counselling (Dryden & Thorne, 1991), The Handbook of Counseling
Supervision of the Association for Counselor Education and Supervision (Borders & Leddick,
1987), and Borders et al. (1991).
In addition, a training program is required that addresses both in-service and pre-service
supervisory training, in both clinical supervision and clinical practice. Consideration should also
be given to training direct care staff on their role in the supervisory process, rather than simply
focussing all attention on the supervisor alone.

The Informal Organization. The essential issue here is the match between values held
at the informal level of the organization and those held at the formal level.

Monitoring the

informal culture is an important aspect of the supervisory system, as well as observing theory-in¬
use, at the practice level.

The model of clinical supervision must be incorporated into the

informal culture of the organization, and the informal belief system must be understood and
modified, if necessary. The failure to compare espoused theory against actual practice may lead
to the formation of myths that perpetuate the status quo and remain unproductive.

The Employee. It is the staff who are oriented through the formal arrangements of the
organization and socialized through the informal culture, and who carry out the actual task of
supervision. Accordingly, the focus here must be on a method of staff recruitment, selection,

194

and training that flows from the organizational mission and the specific purpose of supervision
within that larger mission. In the congruent system, where the parts fit together, formal and
informal operations focus on the inculcation of important values, the building of interpersonal and
technical expertise, and the development of critical thinking skills in employees.
In the simplest system, the "employee" category will refer to supervisors only, but the
fact remains that supervision may only be as good as the supervises regardless of the skills and
training of the supervisor. It has already been suggested that supervisory training be directed not
only at supervisors, but towards direct care staff as well, and their role in the supervisory
process. As noted by Harris (1976), one problem faced by supervision is that of unmotivated
supervisees (see page 35). Employee considerations, then, will first and foremost be aimed at the
supervisor, but in the most effective design will treat the problem at both the supervisor and staff
levels, if possible.

Task. As a component of a system, it is difficult to distinguish the "task" as something
that stands apart from the employee, the informal organization, or formal structures. But it is
the actual act of supervision that is the most relevant here. At this level, the aim of the design
process is to understand the task in its actual environment, and reframe it in light of the model
of clinical supervision adopted by the organization. Here is where it may treat supervision in
differentiated fashion, recognizing the different requirements of different organization, and it is
thus important to fully understand the situational demands placed on the task.
Perhaps here the weight of administrative tasks is most directly confronted in building a
supervisory system capable of providing clinical, as well as administrative, supervision.
Table 43 (page 196) outlines elements to be taken into consideration in designing a system
for clinical supervision.
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Table 43. Elements to be considered in designing a system of clinical supervision.

ELEMENTS OF THE SUPERVISORY SYSTEM

CONSIDERATIONS

FORMAL ORGANIZATIONAL

Definition of clinical supervision

ARRANGEMENTS

Adoption of supervisory model
Statement of expected standards and practices
Description of required supervisory competencies
Method for evaluation
Training: pre-supervisory
Training: in-service
Etc.

INFORMAL ORGANIZATION

Matching informal and formal values
Understanding informal belief systems
Monitoring the staff socialization process
Incorporating espoused theory into theory-in-use
Disempowering myths
Etc.

EMPLOYEE

Recruitment and selection
Orienting and training
Aligning values and skills with organizational standards
The development of professional independence
Etc.

TASK

Distinguishing the "task" from the remainder of the system
Understanding the environmental demands placed on the task
Differentiating task expectations based on organizational needs
Aligning task with the adopted supervisory model
Etc.

The PivisiQn...Qf Clinical and-Administrative Supervisory Tasks
A solution to the problem of competing supervisory tasks may be to divide clinical from
administrative supervision, a suggestion offered by other writers. Several ABC program directors
use outside clinicians, on a more-or-less regular basis, to provide clinical supervision for their
staff. The problem with this solution is that the outside clinician has no supervisory authority,
has a limited sense of the supervisee in situ, and focuses only on limited aspects of overall work.
In fact, under these circumstances, the term "clinical consultant" is more fitting and illustrates
the point.

Part of the role of the supervisor is to monitor, coordinate, and evaluate staff

activities; supervisors carry with them a management mandate and the authority to tell staff what
to do and how to do it, rather than simply offer advice. The solution of providing an outside
consultant only serves part of the need for clinical supervision.
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Indeed, the separation of the two tasks (three, if one includes support as a separate aspect
again) can only be solved through the design of a comprehensive supervisory system that
recognizes and fully addresses the problem. Only one ABC program seemed to have reached a
somewhat effective balance between clinical and administrative supervision. In this case, the on¬
site program manager assigned most administrative supervisory tasks to first level supervisors and
provided almost strictly clinical supervision herself. As the program manager, she obviously had
all of the authority of a supervisor (and then some), was ultimately responsible for the monitoring
and evaluation of work, and was fully aware of the total work of staff.

Yet by delegating

administrative tasks elsewhere, she was able to concentrate her supervision on clinical issues.
Indeed, it was this supervisor who demonstrated the greatest amount of clinical work in her
supervision, with 63% clinical and an additional 20% interpersonal. The chief failing of this
approach was in the supervisor’s inability to provide such supervision on a more frequent basis.

Future Directions
The available supervisory literature appears to fall into one of three categories. It is often
very general, with a great deal of breadth and very little depth. This literature often simplifies
supervision into a series of "how to’s" (how to deal with difficult employees, how to
communicate better, how to create vision, how to be a transformational leader, etc.), relies on
simplistic models of supervisory style (country club managers, the manager as shepherd or wolf,
etc.), or depends on generic one-model-fits-all models (such as one-minute systems for managing
complex organizational transactions).
At the other extreme, the literature may have a great deal of depth, but virtually no
breadth. This is more typical of the specialized literature on clinical supervision. For the most
part, the subject is dealt with in-depth (at least, to some degree) but with little recognition of the
environment with which the subject interacts. The literature doesn’t take into account the real
application of supervision, or treat supervision as the result of a system of interacting parts.
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The third category of literature is more limited. It blends both depth and breadth and,
as a result, is quite general.

Depth appears in the specific data it presents, its analysis of

problems, and the conclusions it draws. Breadth comes in its ability to link highly theoretical
ideas to the surrounding world of actual practice, and in the ideas and resources it presents in
order to stimulate original thinking, allowing the generalization of those ideas to broader
applications. I intend for this dissertation to fit into this last category.
Through the examination of supervisory systems, as perceived by its participants and in
practice, it is possible to examine what rift exists between espoused theory and theory-in-use, if
any. With reference to table 2 (page 12), any such rift will reflect the difference between a
client-based supervision built upon the clinical skills of the worker, and an administrative-based
supervision that builds upon procedures and technique. Through a recognition that a rift exists
it may be possible to align espoused theory and theory-in-use. And, clearly, part of that process
must involve aligning the supervisory literature with actual practice, supervisory training with
supervisory task requirements, and clinical supervision with administrative reality.
An industry staffed by individuals with limited professional training and resources may
well be forced towards developing largely routinized tasks to be enacted by a largely low skilled
work force, (Thompson & Bates, 1957; see page 6), the very antithesis of an industry that
depends upon the high craft skills of its employees (see figure 1, page 7). I have presented a
model of supervision that both meets Carifio and Hess’ (1987) requirement for a broad,
normative model of supervision and responds to Finch’s (1977) conceptualization of the
organizational environment as the foundation upon which actual supervisory practice is built.
This material presents a specific and broad method for understanding clinical supervision
and for analyzing its application, and a means for moving forward. However, the tools used to
collect measurable data on the use of clinical supervision require considerable refinement and
more research is needed into the effectiveness, or necessity, of clinical supervision in programs
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that are not especially clinical. I have suggested a system of differentiated clinical supervision,7
but perhaps largely non-clinical programs (such as foster care programs or day treatment
programs for the chronically mentally ill) simply don’t require clinical supervision at all.
Indeed, more research is needed at each point of the congruence model; for instance,
what is the impact of formal organizational arrangements upon the informal culture, in terms of
the actual practice of supervision. Finally, training programs need to be designed that are both
broad enough to cover the universal aspects of clinical supervision and specific enough to meet
the idiosyncratic needs of individual organizations.
Above all, there must be critical thinking, and an unwillingness to accept either favorable
or unfavorable results at face value and leave it at that.

The Complex Nature of the Supervisory System
Overall, supervision is a complex concept. It’s a multifaceted process, it’s an event that
sometimes happens within a discrete chunk of time but also happens in a more-or-less continuous
fashion, it’s a means for monitoring the work of employees and their adherence to basic
standards, it’s a method for developing staff skills, and, finally, it’s a role played by individual
staff. The argument advanced here is that, because of the complex nature of supervision, it can
only be fully understood as a system of things, each of which may be correctly interpreted to
represent one facet of the entire process, but none of which represent the entire problem alone.
As the result of multiple causes, the practice of supervision is easily distorted at the level
of theory-in-use where it satisfices, and optimization is replaced by minimally satisfactory
alternatives (March and Simon, 1958). Until espoused theory is looked at in light of theory-inuse, or vice versa, clinical supervision will continue to slip out-of-sight, much as it has at ABC.
We need to ask if the values prognosticated in the literature represent the values we truly wish

7Glatthom (1984) discusses differentiated supervision in terms of the needs of individual staff. I refer
to the needs of individual organizations.
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to adopt. If they do, then we have no choice but to align theory-in-use with espoused theory. In
order to this we have to tackle the task from a multi-faceted perspective that will allow us to build
a system of supervision that fits smoothly into the larger operations of the organization as a
whole. Otherwise, clinical supervision will remain out-of-sight/out-of-mind, the step child of the
system (Powell, 1989).
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APPENDIX A
QUESTIONNAIRES AND INSTRUMENTS8

Supervisor Survey: 1
Supervisor Survey: 2
Professional Group Index: Supervisory Staff
Direct Care Staff Survey
Supervisory Session Survey
Professional Group Index: Direct Care Staff

8 The questionnaires and instruments reproduced here have been reduced in order to fit the page
format of the Appendix.
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SUPERVISOR SURVEY:!
This survey is intended to study the type of supervision provided to the agency’s direct care staff. The survey is being
given to all staff who are designated as supervisors of direct care staff, some of whoa Mill be asked to participate in
a folIom-up study. Supervisors asked to partipate in further study wi11 be selected on a voluntary basis.

ALL

INFORMATION GATHERED

IS CONFIDENTIAL?

ANY
ANSWERS
YOU GIVE
WILL
REMAIN PRIVATE,
AND
WILL
NOT
OE
SHOWN TO OR
SHARED WITH YOUR
SUPERVISOR
YOUR
PROGRAM
DIRECTOR. OR
ANY OTHER CHD
PERSONNEL.

PLEASE
TODAY’S

RETURN

THIS

SURVEY

BY

DATE

*/c

| PLEASE FILL IN THE BLANKS OR PLACE A CHECK MARK NEXT TO THE APPROPRIATE RESPONSE

1) Sex?

'0MALE

~0 FEMALE

2) Age.

' jj20 OR YOUNGER

3) kfriat i s your current
employment status with
this program?

‘021-25

:

3026-30

i—i

4031-35

? i—i
FULL-TIME

PART-TIME

■—'

'—'

036-40

6 041-45

7 0 46-50

051 OR OLDER

ji
0 CONSULTANT
*

4) If salaried,
annual salary?
0517,500 OR LESS

17,501 -20,500

020,501-25,000

"[]25,001-30,000

'030,001-40,000

040,001 OR MORE

5) If paid hourly,
hourly wage?
058.41 OR LESS

‘ 0 58.42-9.85

059.86-12.01

j ]$12.02-14.42

'0$14.43-19.23

' 0519.24 OR MORE

6) Job Title?

7) Mow long have you worked in this profession?
06 MONTHS OR LESS

~ 06 MONTHS-1 YEAR

3[]»-2 YRS

40 2-3 YEARS

‘'03-5 YRS

*05 YRS OR MORE

^03-5 YRS

6 0 5 YRS OR MORE

8) How long have you worked as a supervisor in this profession?
06 MONTHS OR LESS

‘06 MONTHS-1 YEAR

3 0 1-2 YRS

40 2-3 YEARS

- CONTINUED -

SUPERVISOR SURVEY tt I
PAGE I

202

9) Ho*» 1long have you worked for this prograa?
6 MONTHS OR LESS

1n

‘ ^6 MONTHS-1 YEAR

’Ql-2 YRS

’’□2-3 YEARS

"□3-5 YRS

YRS OR MORE

'‘□2-3 YEARS

"^-SYRS

YRS OR MORE

10) How long have you held your current position?
16 MONTHS OR LESS

'Q6 MONTHS-1 YEAR

’^I^YRS

ID Are there basic educational requirements for your current position?
|N0NE

"□HIGH SCHOOL DIPLOMA

’ Q ASSOCIATES

12) Are there basic licensing or certification
requirements for your current position?

“ Q BACHELORS
m—i
jlYES

'Q MASTERS
,
|_jN0‘

21—1

* □dOCTORATE

DON'T KNOW

Si—1
MDON’T KMCW

13) If you answered ”YES" to question 12 naee the required license or certification below:
L i cense/Cert i f i cate:
14) Do you have an col lege degree?

□ no

‘□associates

'□bachelors

4 □masters

□doctorate

IS) If applicable, name of
highest degree earned
(BA. M.ed., MSW. etc):

i-please do not use this space-

16) If applicable, degree major
or area of concentration:

rplease do not use this space-

17) Do you hold any professional
certification or licenses?
18) If you answered "YES” to question 17, name certificates or licenses below:

19) Have you had any training that has prepared you to be a supervisor?
□ WORK PROVIDED WORKSHOPS/CLASSES
‘□NOR-WORK PROVIDED WORKSHOPS/CLASSES
'□COLLEGE COURSES
‘□*CRK ASSIGNED, REQUIRED READING
□ OTHER (describe:

)

- CONTINUED -
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20) Have you been adequately
trained as a staff supervisor?
21) Do you be I ong to any
professional organizations?

,

i—i
MnOT AT ALL

•)

21—1

MBARELY

1—1

41—1

MSOMEWHAT

MvERY MUCH SO

zri
NO

11—1

YES

22) If you answered "YES” to c*jestion 21, name professional membership

below:

□ IN THIS SURVEY. A "SUPERVISOR” IS CONSIDERED TO BE A STAFF PERSON WHO HAS AUTHORITY OVER THE PERFORMANCE
I OF ANOTHER STAFF PERSON AND TO WHOM THAT PERSON IS OR MAY BE REQUIRED TO REPORT.

I

Q IN THIS SURVEY. "DIRECT CARE” STAFF ARE THOSE STAFF WHO WORK DIRECTLY WITH PROGRAM CLIENTS IN DELIVERING
THE SERVICES OF YOUR PROGRAM. DIRECT CARE SERVICES INCLUDE COUNSELING. CASE MANAGEMENT, EDUCATION,
GUIDANCE. ADVOCACY, CLIENT SUPERVISION. AND OTHER FORMS OF CLIENT SERVICES.

23) Approximately how many staff
do you directly supervise?

11—1

|^Jl-4

n—1
[_Js-10

in
|_111 -up

24) Of the staff you supervise, approximately
how many are considered direct care staff?

C

IN THIS SURVEY "SUPERVISORY LEVEL” REFERS TO THE ORGANIZATIONAL LEVEL THAT YOU ARE ON AS A SUPERVISOR.
Direct care staff are at supervisory level 0. The first level of supervisors above direct care staff
are 1st level supervisors. The level of supervisors above that is 2nd level, and so on.

25) At what supervisory level
is your Program Director?
26) At what supervisory level
are you?
27) How many other supervisors
are at the same level as
you?

1[>"
*1D2*
1
[>2

□

3rd

i03rd

j^j 4th or higher

^UNCERTAIN

| 14th or hi^ier

£] UNCERTAIN

1 6 or more

‘D3-5

^UNCERTAIN

- CONTINUED -
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28) Are you familiar with the tern ”clinical" as it is applied
in human services work (other than its use in medical contact)?

NO

□ IF YOU ANSVCRED ”N0” TO QUESTION 26, SKIP QUESTIONS 29-31 AND GO DIRECTLY TO QUESTION 32 □
29) If you answered "YES” to question 28, please provide a brief description below,
WRITE EITHER;
□ A BRIEF SENTENCE DESCRIBING THE TERM "CLINICAL,” OR:
□ NAME AT LEAST FIVE INDIVIDUAL WORDS THAT DESCRIBE ASPECTS OF CLINICAL WORK.

30) Do you think of yourself as a "clinician”?

31) Would you describe the work of most of the
direct care staff you supervise as clinical?

,

□[yes

,i

□|VE5

□|N0

|

;j□|no

- CONTINUED -
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IN THIS SURVEY.

A "SUPERVISEE" IS A DIRECT CARE STAFF PERSON WHO IS SUPERVISED BY YOU.

IN THIS SURVEY, "FORMAL SUPERVISORY MEETINGS" ARE SCHEDULED MEETINGS BETWEEN SUPERVISORS AND SUPERVISEES
FOR THE PURPOSE OF PROVIDING INDIVIDUAL SUPERVISION TO THAT SUPERVISEE.
IN THIS SURVEY. "SPONTANEOUS” SUPERVISION IS UNSCHEDULED AND INFORMAL SUPERVISION THAT TAKES PLACE WHENEVER
NEEDED. IS OFTEN IMPROMPTU IN NATURE. AND MAY LAST ANYWiERE FROM FIVE MINUTES ON. SPONTANEOUS SUPERVISION
OFTEN TAKES PLACE "ON-THE-SPOT.”

32) Ideally, How often should supervisory meetings be held?
33) Do you think that it’s
important for supervisors
to meet with supervisees
in formal meetings?

,i—.

2i—i
YES

■—1

1—1

34) Is the supervision you provide

i i—i

mostly formal and scheduled, or
is it mostly spontaneous?
35) As a general rule, how
often do you meet with
your supervisees in
formal supervisory
meetings?

NO

2r—i

MOSTLY FORMAL
1—1

[] NEVER

2 [J WEEKLY

MOSTLY SPONTANEOUS
1—1

'[] EVERY OTHER VEEK

4 [] MONTHLY

'[] LESS THAN ONCE A MONTH

6i—1
OTHER (describe:

36) Ideally, how long
, ,—1
should a supervisory
LESS THAN 15 MINUTES
meeting last?
1—1

)

P]16-30 MINS

| | OTHER (describe:

37) As a general rule,
how long do your
forma I superv i sory
meetings last?

31—1

50/50
*—1

' QlESS THAN 15 MINUTES

1i—1

'[] 16-30 MINS

5 [] 31-45 MINS

4 [J 46-75 MINS

)

2i—1
YES

1—1

4 Q 46-75 MINS

)

: J OTHER (describe:

38) Generally speaking, do you think
that spontaneous supervision is
an acceptable substitute for
formal supervisory meetings?

J [] 31-45 MINS

NO
1—1

- CONTINUED -
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39) Generally, ho* do you spend your time as a supervisor? Often the nay that supervisors actually use their
time is quite different than the way they would like to use their time, under ideal conditions.

NEXT TO EACH OF THE WORK. GROUPS NAMED BELCW:
A) IN THE LEFT HAND COLUMN WRITE THE NUMBER OF HOURS (OR PARTS OF HOURS) THAT YOU ACTUALLY SPEND EACH
V€EK ON WORK TASKS IN THAT WORK GROUP. AND
B) IN THE RIGHT HAND COLUMN WITE THE NUMBER OF HOURS THAT YOU WOULD IDEALLY SPEND ON EACH WORK TASK
EACH WEEK.
-

WORK
TASK
GROUPS
(INCLUDES EXAMPLES OF TASKS)

T I ME
ACTUAL
IDEAL

STAFF SUPERVISION
Examp1es:
. Spontaneous supervision
. Formal supervisory meetings

A

B

STAFF TRAINING
STAFF EVALUATIONS
PROBLEM RESOLUTION
Examp1es:
. Staff disciplinary action
. C1ient crisis management
. Trouble shooting problems
. Fixing other unexpected problems
MONITORING
Examp 1es:
. Monitoring staff compliance
. Touring the program
. Observing staff behavior
. Generally monitoring work shifts
MEETINGS (NON-SUPERVISORV)
Examples:
. Scheduled meetings
. Unscheduled meetings
. Telephone calls
. Staff recruitment interviews
PLANNING AND COORDINATION
Exaap1es:
. Staff scheduling
. P1 arming/coordinating work tasks
PAPERWORK AND OESK WORK
Examples:
. Report writing
. Reviewing staff paperwork
. Billing paperwork
. Budgets, receipts, related paperwork
. Other writing, paperwork, desk work
DIRECT CARE
Examples:
. Personal involvement in direct care
. Client admissions
. C1ient case management

- CONTINUED -
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40) Do you provide your supervisees with
enough individual supervision?

n—i

2 i—i
YES

NO

41) What are some of the factors that prevent you froe providing your supervisees with more
individual supervision? Check off any of the items that seem applicable:
' []MY OWN DIRECT CAFE WORK WITH CLIENTS
'□ MEETINGS. PHONE CALLS. AND PAPERWORK
QMONITORING STAFF COMPLIANCE WITH POLICIES AND EXPECTATIONS
J[] TROUBLE SHOOTING AND/OR TAKING CARE OF CRISIS SITUATIONS
' []OTHER PRESSING MANAGEMENT OR ADMINISTRATIVE TASKS
6 □ INDIVIDUAL SUPERVISION IS NOT EMPHASIZED BY MY SUPERVISOR OR PROGRAM MANAGEMENT
' [] I DON’T FEEL ADEQUATELY TRAINED IN THE PROVISION OF INDIVIDUAL SUPERVISION
"[]STAFF DON’T SEEM TO WANT OR RESIST INDIVIDUAL SUPERVISION
*[>T APPLICABLE. I AM SATISFIED WITH MY PROVISION OF INDIVIDUAL SUPERVISION
'"□other ( name:

)'

□ other (name:

)

'"□other (name:

)

□ other (name:

)
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42) Are you familiar with the tera ’’clinical supervision”?

□ IF YOU ANSVCRED ”N0” TO QUESTION 42 YOU MAY STOP HERE WITHOUT ANSWERING THE REMAINING QUESTIONS
43) If you answered "YES” to question 42, please provide a brief description below.
WRITE EITHER:
a A BRIEF SENTENCE DESCRIBING THE BASIC ELEMENTS OF CLINICAL SUPERVISION, OR:
□ NAME AT LEAST FIVE INDIVIDUAL ELEMENTS OF CLINICAL SUPERVISION.

44) Would you use the tera "clinical supervision" to
describe the type of supervision you provide, at
least part of the time?

,■—i
YES
*—'

45) What percentage of your total supervisory tiae is spent providing clinical supervision
versus other forms of supervision?
'

I DON’T CONDUCT CLINICAL SUPERVISION

■ QlESS THAN 10 * OF THE TIME. MOST OF MY SUPERVISION IS NON-CLINICAL IN NATURE
QbETXEEN 11-25*
4 [] 26-50*
'■ Q51-75*
4 076-99*. MOST OF MY SUPERVISION IS CLINICAL IN NATURE
Q|00*. ALL OF MY SUPERVISION CAN BE CONSIDERED TO BE CLINICAL

- CONTINUED -
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46) Do you think of "clinical” supervision and "individual” supervision as the sane thing?
'QnOTATALL
|

'[]sOMEWAT

[] VIRTUALLY THE SAME

|oTHER (describe:

47) Would you like to provide your supervisees
with more clinical supervision?

)

—i

11

21—1

YES

NO

48) What are sone of the factors that prevent you fron providing your supervisees with more
clinical supervision? Check off any of the items that seen applicable:
’ []OTHER TYPES OF NON-CLINICAL SUPERVISION ARE MORE PRESSING
QPROGRAM MANAGEMENT DOES NOT EMPHASIZE THE USE OF CLINICAL SUPERVISION
?[] CLINICAL SUPERVISION TAKES UP TOO MUCH TIME
‘‘[]l,M NOT WELL ENOUGH TRAINED IN CLINICAL SUPERVISION
[]STAFF DON’T SEEM TO NEED CLINICAL SUPERVISION
' []l SEE LITTLE USE FOR CLINICAL SUPERVISION
[JnOT APPLICABLE. I AM SATISFIED WITH MY PROVISION OF CLINICAL SUPERVISION
3 [J OTHER < name:

)

OTHER (name:

)

OTHER (name:

)

Qother (name:

)

*

- CONTINUED -
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49) How much training
have you had in the
provision of clinical
supervision?

u—i
jn
NONE
A LITTLE
1—11—1

r

3 —1

41—1

MOOERATE

1—1

EXTENSIVE
1—1

50) If you answered ”YES” to question 49, what kind of training have you had in
the provision of clinical supervision?
' [] DEGREE RELATED COLLEGE COURSES
‘ [] NON-DEGREE RELATED COLLEGE COURSES
[]WORKSHOPS/CLASSES PROVIDED BY WORK
4 [] NON-COLLEGE WORKSHOPS/CLASSES NOT PROVIDED BY WORK
[]W0RK REQUIRED READING
‘ QON-THE-JOB, THROUGH MY OWN SUPERVISOR
QOTHER (describe:
51) Do you feel that you
have been adequately
trained as a clinical
supervisor?

)
11—1

NOT AT ALL
l_l

zi—1
SOMEWHAT
1—1

31—1

SATISFACTORY

4 [] EXTENSIVELY

l_l

SUPERVISOR SURVEY tt 1
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SUPERVISOR SURVEY:

2

This survey is intended to study the type of supervision provided to the agency’s direct care staff. This survey is being
given only to supervisors who have volunteered to participate in a direct study of their approach to the supervision of
direct care staff. This survey is part of a larger study that also involves discussion rod observation.

ALL INFORMATION GATHERED

IS CONFIDENTIAL!

ANY
ANSWERS
YOU GIVE WILL
REMAIN PRIVATE.
AND
WILL
NOT BE
SHOWN
TO OR
SHARED WITH YOUR
SUPERVISOR,
YOUR
PROGRAM
DIRECTOR, OR
ANY
OTHER CHD
PERSONNEL.

PLEASE
TODAY*S

RETURN

THIS

SURVEY

BY
S/C

DATE

P/C

PLEASE ANSWER THE FOLLOWING QUESTIONS BY CIRCLING THE NUMBER COOE NEXT TO EACH QUESTION THAT BEST
DESCRIBES HOW YOU FEEL ABOUT THE QUESTION. THE RESPONSE COOES ARE:
S0<1)
D(2)
MD(3)
MA(4)
A(5)
SA(6)

=
*
=
*
*
*

STRONGLY DISAGREE
DISAGREE
MILDLY DISAGREE
MILDLY AGREE
AGREE
STRONGLY AGREE

DISAGREE I

-+■
SD

D

MD I MA

AGREE
A

SA

5

6

I)

I provide supervision on a regular basis

2

2)

My supervisees value ey supervision

2

3 14

5

6

3)

I generally focus supervision on the routine aspects of
ny supervisees’ work

I

2

3 14

5

6

4)

I want my supervisees to become independent in their
ability to work effectively with clients

I

5

6

I
I

2

3 14

- CONTINUED -

SUPERVISOR SURVEY/42
PAGE I

212

DISAGREE
SO

D

AGREE

HD

MA

A

SA

5)

I try to help my supervisees communicate with other
staff

2

5

6

6)

I provide training opportunities for my supervisees

2

5

6

7)

I monitor the attitudes of nry supervisees towards work
and their clients

2

5

6

8)

I try to insure effective client services through
supervision

2

5

6

9)

I try and help my supervisees to feel comfortable and
open when we meet

2

5

6

5

6

3 l 4
l
I
3 I 4
I
I

10) My supervisees trust me

2

3 I 4
I
I
3 I 4

ID My supervisees know what I expect from their work

2

3 14

5

6

12) I provide my supervisees with written and other material

2

3 14
I
I
3 l 4

5

6

5

6

to assist tneir learning
13) I understand the hard-to-describe details of direct
care work

2

14) I have effective teaching skills

2

5

6

15) I have good relationships with my supervisees

2

5

6

16) In supervisory meetings I help my supervisees to
develop long-term goals and plans for their work

2

4

5

6

17) I observe my supervisees’ actual contact with clients

2

4

5

6

18) I spend time analyzing and understanding the work of my
supervisees

2

4

5

6

19) My supervisees and I discuss client cases in our formal
supervisory meetings

2

4

5

6

20) I make a point of following up on issues discussed

2

4

5

6

3 l 4

5

6

5

6

in supervision
2D I hold an adequate number of supervisory meetings each
week

2

supervisees find supervision to be a useful part of

2

3 I
l
l
3 I
I
I
3 l
I
I
3 I
l
I
3 l
l

22) fte ir training and professional growth
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DISAGREE

AGREE
-+■

SD

D

MD

MA

A

SA

23) I spend more tine on management tasks (like planning and
scheduling) than working directly with staff

6

24) I consider the long-tern developmental needs of my
supervisees in planning supervision

6

25) I encourage my supervisees to think creatively and to
coine up with new ideas

6

26) I encourage my supervisees to develop new skills

6

27) I put a lot of effort into helping new staff become
acquainted with program expectations and methods

2

26) I am familiar with the work of my supervisees with
clients

2

29) I listen carefully to my supervisees

2

30) I understand the way that my supervisees feel

2

3 I 4

5

6

5

6

5

6

5

6

5

6

5

6

I
I

3 I 4

3 14
I
I

31) Supervisory meetings are used,

2

in part, to set goals

3 l 4
I

32) I provide ny supervisees with information about how they
night work more effectively with clients

2

33) I know what I am talking about when it comes to working
with clients

2

3 14

5

6

34) I try to coach my supervisees in order to help improve
their work skills

2

3 14

5

6

35) My supervisees feel appreciated by me

2

5

6

5

6

5

6

5

6

5

6

5

6

3 l 4
I
I

I
l

3 l 4
I
I

3 14

36) In supervision I help nry supervisees prepare for their
work with clients

2

37) I am familiar with the nature of my supervisees’
relationships with clients

2

38) I help my supervisees to see the behavior patterns in
their work performance

2

3 l 4
I

39) I hold fornal supervisory meetings with my supervisees
on a regular basis

2

3 l 4
I
I
3 I 4

I
I

3 I 4
I

I

2
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1
DISAGREE 1
SD

D

MD

40) Following supervisory meetings, I keep track of the
things discussed with my supervisees

1

2

41) Supervision meeets the needs of my supervisees for
development and professional growth

1

42) Through supervision I provide my supervisees with useful
feedback

AGREE
MA

A

SA

3

4

5

6

2

3

4

5

6

1

2

3

4

5

6

43) I concentrate on managing my supervisee’s work
behavior as much as I do on improving their skills

1

2

3

4

5

6

44) My supervisees know that I understand the nature of
direct care work

1

2

3

4

5

6

45) I help my supervisees find solutions to problems

1

2

3

4

5

6

46) I have helped my supervisees to raise their levels of
personal and professional awareness

1

2

3

4

5

6

47) I help new staff to adjust to the existing work
environment

1

2

3

4

5

6

48) I help my supervisees understand how their behavior
affects the delivery of client services

1

2

3

4

5

6

49) My supervisees can interact freely and openly with
me in supervision

1

2

3

4

5

6

50) I have good relationships with my supervisees

1

2

3

4

5

6

51) I insure that my supervisees know what to expect from
supervision

1

2

3

4

5

6

52) I encourage my supervisees to attend skill development
workshops and courses

I

2

3

4

5

6

53) My supervisees trust my judgement and decisions

I

2

3

4

5

6

54) My supervisees feel able to discuss their personal
problems or concerns with me

1

2

3

4

5

6

55) My supervisees are comfortable in my presence

1

2

3

4

5

6

56) My supervisees find supervision to be a useful
environment in which to develop ideas

1

2

3

4

5

6

57) I observe the work of my supervisees to insure that it
meets program standards

1

2

3

4

5

6
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SO

D

ID

MA

A

SA

56) Supervision helps my supervisees to better understand
and make sense out of their work

2

3 14

5

6

59) I use supervisory meetings to discuss the overall work
performance of my supervisees

2

3 14

5

6

60) I make certain to provide follow-up to supervisory
meetings, whenever necessary

5

6

61) Supervisory meetings are not too long or too short

5

6

62) I have helped nry supervisees to become more effective in
their work

5

6

63) I only provide supervision when there are problems

5

6

64) Supervision has improved the ability of my supervisees
to handle crisis and other unexpected work situations

5

6

65) I help my supervisees to make sense out of their past
experiences and use these productively in their work

5

6

66) I help my supervisees to learn and test out new ideas
in their work

5

6

5

6

5

6

5

6

70) My supervisees feel supported and appreciated by me

5

6

71) There is continuity to supervision, so that different
supervisory meetings are connected

5

6

72) I guide the on-the-job learning of my supervisees

5

6

73) I have a strong knowledge of the job that qualifies me
to instruct staff

5

6

74) I help my supervisees to regularly evaluate their work

5

6

5

6

67) I provide new staff with a good introduction to the work

2

66) I discuss ways to improve client services with my
supervisees

2

69) I motivate and encourage my supervisees

2

3 I 4
I
I
3 I 4
I
I
3 l 4
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75) I help my supervisees to understand the nature of our
work relationship
76) I use supervisory meetings to suggest ideas and
strategies that my supervisees can use in their work
77) I observe the work of ray supervisees to see if they use
planned strategies in their work
78) I help my supervisees to figure out their strengths and
weaknesses
79) Supervisory meetings have been helpful to the
professional growth of ny employees
80) My supervisees can depend on me to finsh the things
I begin
81) Supervisory is a well planned sequence of events and
activities
82) Staff in this program are well supervised
83) My supervisees think I spend too much time on paperwork
and other non-client tasks
84) I have helped ray supervisees to become more knowledgeable
about their work
85)

I encourage ray supervisees to try alternative approaches
in their work with clients

86)

I urge my supervisees to be self-evaluative

87)

I work to get ny supervisees to conform to the program’s
standards and values

88)

I often discuss clients and client issues in
supervisory meetings

89)

I help my supervisees to express their opinions,
feelings, ideas, and concerns

90)

Supervision is a positive experience for ray supervisees

91) Supervisory meetings often focus on specific client
cases or issues

- CONTINUED -

DISAGREE

3D
92)

I share my own on-the-job learning experiences with

D
2

my supervisees

93) I am able to think on my feet and respond well to
unexpected situations and crises

2

94)

I make a point of asking my supervisees for their
opinions about how to handle work situations

2

95)

I give my supervisees a lot of support

2

96)

In supervision I help my supervisees to anticipate
problems before they happen

2

97)

I get to know the work of my supervisees by observing
their interactions with clients

2

98)

I make a strong effort to analyze and understand the
work of ay supervisees

2

99)

Supervisory meetings are a good place to discuss the
training needs of my supervisees

2
2

108) I pay attention to my supervisees between supervisory
meetings

HD

AGREE
MA

A

SA

5

6

5

6

5

6

5

6

3 I 4
I
l
3 I 4

5

6

5

6

3 I 4
I
I
3 I 4
I
I
3 I 4

5

6

5

6

5

6

3 I 4
I
I
3 I 4
I
I
3 I 4
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SUPERVISOR
s/c

p/C

SCORES

PROF.GP.

AREA OF ANALYSIS

INDIVIDUAL QUESTIONS

TOTAL

ATTITUDE: PROV. OF SUP.

1

21

41

61

81

ATTITUDE: PERC. OF SUP.

2

22

42

62

62

SUPERVISORY TYPE: ADMIN.

3

23

43

63

83

SUPERVISORY TYPE: CLIN.

4-

24

44

64

84

e
J

25

45

65

85

FUNCTION: STAFF DEV.

6

26

46

66

86

FUNCTION: STAFF SOC.

7

27

47

67

87

FUNCTION: SERV. DELIVERY

8

28

46

68

38

FEATURE: FACIL. ENV.

9

29

49

69

89

FEATURE: SUPERVISOR REL.

1 0

20

50

7®

90

FEATURE: STRUC. ELEMENTS

1 1

3 1

5 1

71

91

FEATURE: LEARNING EXP.

t 2

22

52

72

92

FEATURE: SUP. SKILLS

1 3

33

3

73

93

FEATURE: SUP. ROLES

1 4

34

54

74

94

CYCLE: REL. BUILDING

1 5

3*

*5

75

95

CYCLE: PLANNING

1 6

36

56

76

96

FUNCTION: FACILITATION

SURVEY# 2:

AVERAGE

AREA
CYCLE: OBSERVATION

1

7

37

j /

77

97

PROV/SUP

CYCLE: ANALYSIS

1 8

38

53

78

98

PERC/SUP

CYCLE: CONFERENCE

1 9

39

59

79

99

USE/AD

CYCLE: FOLLOW-UP

23

40

60

80

1 00

USE/CL

FFC
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SCORE

PROFESSIONAL GROUP

INDEX:

SUPERVISORS

PERSONAL COOE:

POSITION

STATUS
TOTAL POSSIBLE:

□0.4/5: EARNINGS
RANGE:

1-6

VALUE:

JOB
□0.11:

1
2
3
4
5

=
=
=
=
=

17
33
50
67
63

6

=

100

1-33 = 1 (LOW)
50-67 = 2 MOOERATE)
83-100 = 3 (HIGH)

SCORE:

REQUIREMENTS
EDUCATIONAL REQUIREMENTS

RANGE: 1-6

VALUE: 1

0

2
3
4
5

33
50
67
83

6

100

7

0

100

POSITION STATUS:
TOTAL SCORE:
LEVEL:

TOTAL POSSIBLE: 300

JOB REQUIREMENTS:

0-83 - 1 (LOW)
03-200 = 2 MOOERATE)
201-300 = 3 (HIGH)

TOTAL SCORE:

TOTAL POSSIBLE: 300

PROF. EDUCATION:

0-100 - 1 (LOW)
101-200 = 2 MOOERATE)
201-300 « 3 (HIGH)

TOTAL SCORE:

TOTAL POSSIBLE: 400

PROF. IDENTITY:

0-100 - 1 (LOO
101-200 = 2 MOOERATE)
201-400 = 3 (HIGH)

TOTAL SCORE:

LEVEL:

SCORE:

□0.12: LICENSING REQUIREMENTS
RANGE:

1-2

VALUE:

1

»

2

=

100
0
3 *
0

SCORE:

□0.13: LEVEL OF REQUIRED LICENSE
RANGE: 1-4

VALUE:

0
33
67

I -

2
3
4

SCORE:

100

Q PROFESSIONAL

EDUCATION

□Q. 14: PERSONAL EDUCATION
RANGE: 1-5

.VALUE:

I 0
2 = 25
3 * 50
4 = 75
5-100

SCORE:

LEVEL:

-

□Q. 15: PROFESSIONAL DEGREE
RANGE: 1-4

VALUE:

1 =
• 2 3 -

0
50
100

SCORE:

0
50
100

SCORE:

□Q. 16: DEGREE RELEVANCE
RANGE:

1-4

VALUE:

1 2 =
3 -

Q PROFESSIONAL

IDENTITY

QQ.17: PROFESSIONAL LICENSES
RANGE: 1-2

VALUE:

□0.16: LICENSING LEVEL
RANGE: 1-4

SCORE:

1 =

2

0

VALUE: 1 =

2

=

50

3 =

100

PROFESSIONAL

SCORE:

VALUE:

1 =

2

=

100
0

SCORE:

□0.22: LEVEL OF MEMBERSHIP RELEVANCE
RANGE: 1-4

VALUE: 1 0
2 = 50
3 - 100

GROUP

CODE

POSITION STATUS

□Q.21: PROFESSIONAL MEMBERSHIP
RANGE: 1-2

LEVEL:

0

=

TOTAL POSSIBLE: 1100

JOB REQUIREMENTS

1- 250
251- 600
601- 950
951-1100

PROFESSIONAL EDUCATION

=
=
-

1
2
3
4

(LOW)
(MOOERATE)
(HIGH)
(VERY HIGH)

PROFESSIONAL IDENTITY
TOTAL

SCORE:

PROFESSIONAL GROUP CODE
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DIRECT CARE STAFF SURVEY
This survey is intended to gather your comments about the supervision you receive at work. It asks questions about
one particular supervisor, and only staff who receive supervision from this supervisor will be asked to complete
this survey.

ALL

INFORMATION GATHERED

IS CONFIDENTIAL*

ANY
ANSWERS
YOU GIVE WILL
REMAIN PRIVATE,
AND
WILL
NOT
BE
SHOWN
TO OR
SHARED WITH YOUR
SUPERVISOR.
YOUR
PROGRAM
DIRECTOR, OR
ANY
OTHER CHD
PERSONNEL.

PLEASE
TODAY•S

RETURN

THIS

SURVEY

BY

DATE

P/C

#

S/C

PLEASE FILL IN THE BLANKS OR PLACE A CHECK MARK NEXT TO THE APPROPRIATE RESPONSE

1) Sex?

'[JMALE

"[] FEMALE

2) Age?

' [J 20 OR YOUNGER

^ [^21-25

' [] 26-30

" Q 31-35

5

36-40

6 [j 41 -45

[J 46-50

:[]51 OR OLDER

3) If salaried, annual salary?
Q]$17.500 OR LESS
4)

‘ [] 17,501-20,500

‘ £] 20,501-25.000

"Q 25,001-30,000

5 [^30,001-40,000

]40,001 OR MORE

J[]$14.43-19.23

]$19.24 OR MORE

If hourly, hourly wage?
Q$8.41 OR LESS

* Q$8.42-9.85

$12.02-14.42

'[_]$9.86-12.01

—do not uise this space—

5) Your Job Title?

6) How long have you
worked in this
profession?

,i—i

2r
6 MONTHS OR LESS

^6 MNTHS-1 YR

'Q 1-2 YRS

4[j]2-3 YRS

"[]3-5 YRS

*| j]5 YRS OR MORE

^6 MNTHS-1 YR

' Q 1-2 YRS

4[]2-3 YRS

'"[]3-5 YRS

*|

j]6 MNTHS-1 YR

5

1-2 YRS

4 [] 2-3 YRS

"[]3-5YRS

' | ^5 YRS OR MORE

1—1

7) How long have you
worked for this
program?

,i—i

8) How 1 ong have you

, i—i

held your current
position?

*—I

?r
6 MONTHS OR LESS

5 YRS OR MORE

'—1
z

6 MONTHS OR LESS

- CONTINUED -
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9) Are there basic educational requirements for your current position?
~]NONE

[] HIGH SCHOOL DIPLOMA

10) Are there basic licensing
or certification requirements
for your current position?

^ [] ASSOCIATES

4 [] BACHELORS

''[] MASTERS

ti—i

21—1

31—1

YES

*[] DOCTORATE

'[]dON’TKNCW

NO
DON’T KNOW
1—11—1

1—'

11) If you answered "YES’ to question 10, name the required license or certification below:

—do not use this space-'

License/Certificate:
12) Do you have a college degree?

,

1—1

—1

□ none

□ASSOCIATES

m
□BACHELORS

»i—1
□masters

sr—1
□doctorate

13) If applicable, name of highest
degree earned (BA, M.ed, MSW, etc.):

-do not use this space-]

14) If applicable, decree major
or area of concentration:

-do not use this space—

15) Do you hold any professional certification or licenses?

<1—1
□ yes

21—1

□»

16) If you answered "YES’ to question 15, name certificates or licenses below:

—do not use this space-

1

17) Do you belong to any professional organizations?

t

□

VES

18) If you answered "YES’ to question 17, name professional membership

=

□

NO

below:

i—do not use this space—

- CONTINUED -
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□ IN THIS SURVEY, ’’SUPERVISION” IS CONSIDERED THE PROCESS THAT OCCURS DURING USUALLY PLANNED MEETINGS WITH A
DESIGNATED SUPERVISOR FOR THE SPECIFIC PURPOSES OF DISCUSSING YOUR WORK OR WORK-RELATED MATTERS.
□ THE FOLLOWING QUESTIONS REFER TO THE SUPERVISOR WHOSE NAME WAS DISCUSSED WITH YOU IN PERSON AND WHOSE NAME
WAS ATTACHED TO THIS QUESTIONNAIRE.

PLEASE REMOVE THE ATTACHED SUPERVISOR’S NAME FROM THIS QUESTIONNAIRE AND DISCARD’

19) As a general rule,
how frequently do
you receive
supervision?

[]nEVER

2 QlESS THAN ONCE A MONTH

"^MONTHLY

"[]eVERY OTHER WEEK

'[^WEEKLY

OTHER (how frequently
20) As a general rule,
how long does a
supervisory
meeting last?

’ [] 15 MINUTES OR LESS

2 [] 15-30 MINS

' QOTHER (how I ong
21) Are supervisory meetings
usually planned ahead of time?

’0

[>-

45 MINS

*□ 45

MINS OR MORE

)

NO

YES

PLEASE ANSV£R THE FOLLOWING QUESTIONS BY CIRCLING THE NUMBER COOE NEXT TO EACH QUESTION THAT BEST
DESCRIBES HOW YOU FEEL ABOUT THE QUESTION. THE RESPONSE CODES ARE:
SD(t)
0(2)
MD(3)
MA(4)
A(5)
SA(6)
NA(7)

=
=
=
=
=
=

STRONGLY DISAGREE
DISAGREE
MILDLY DISAGREE
MILDLY AGREE
AGREE
STRONGLY AGREE
NOT APPLICABLE

CIRCLE ONLY ONE CHOICE FOR EACH QUESTION!
DISAGREE

PLEASE MARK CORRECTIONS CLEARLY!

SD

D

MD

22) I get supervision on a regular basis

1

2

3

23) Supervision is a positive experience for me

1

2

3

24) This prograe is we I I run

1

2

3

25) Supervision mostly focuses on daily work routines

1

2

3

l
I
-4-1

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

1
1 N/A

AGREE
MA

A

I
SA

4

5

6

4

5

6

4

5

6

4

5

6

NA

1
1
1
1
1
1
1
1
1
1
1
1
1
1

7
7
7
7

CONTINUED -
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DISAGREE
SD

D

MD

26) My supervisor wants me to become independent in my
ability to work effectively with clients

1

2

3

27) My supervisor helps me to communicate with other staff

1

2

3

20) My supervisor provides training opportunities for me

1

2

3

29) My supervisor monitors staff attitudes towards work
and clients

1

2

3

30) My supervisor wants to insure effective client services

1

2

3

31) My supervisor helps me to feel open and comfortable when
we meet

1

2

3

32) I do not trust my supervisor

1

2

3

33) My supervisor explains her/his expectations of me

1

2

3

34) My supervisor provides me with written and other
materials to assist my learning

1

2

3

35) My supervisor understands the hard-to-describe details
of direct care work

1

2

3

36) My supervisor has effective teaching skills

1

2

3

1
1
•4"
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i

1
1 N/A

AGREE
MA

A

SA

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

i
i

4

5

i
i
i
i
i
i
i
i

4

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
l
1
1
1
1
1
1
1
1
1
1
1
1

NA

6

1
1

7

5

6

7

4

5

6

4

5

6

1
l
l
1
l
1
l
l

4

5

6

7

4

5

6

l
1
l
1
l

7
7
7
7
7
7
7
7
7

37) My supervisor has built a good relationship with me

1

2

3

38) My supervisor helps me identify long-term goals and
plans for my work

1

2

3

39) My supervisor rarely observes my work with clients

1

2

3

40) My supervisor spends time analyzing and understanding
my work style

1

2

3

41) My supervisor and I discuss client cases in supervisory
meetings

1

2

3

i
i

4

5

6

1
1

7

42) Following supervisory meetings, my supervisor assists me
with any specific needs I may have

1

2

3

i
i

4

5

6

l
l

7

43) Supervisory meetings do not take place often enough

1

2

3

i
i
i

4

5

6

1

7

i
i
i
i
i

7
7

7

1
l
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l
DISAGREE
SO

D

MO

44) I find supervision to be a useful part of ray training
and professional growth

1

2

3

45) This prograe is always in a state of crisis

1

2

3

l

1
l
l

1
1
1
1
l

1 N/A

AGREE
MA

A

SA

4

5

6

4

5

6

1
1

1

2

3

l
l
l

4

5

6

47) My supervisor considers my long-term developmental needs
in supervision

1

2

3

4

5

6

48) My supervisor does not encourage creative ideas or
innovative thinking

1

2

3

1
1
1
1

4

5

6

49) I feel encouraged by my supervisor to develop new skills

1

2

3

4

5

6

58) My supervisor has helped me to understand program
standards and values

1

2

3

4

5

6

51) I feel that my supervisor is familiar with the quality
of my work with clients

t

2

3

1
1

4

5

6

52) My supervisor does not listen to me

1

2

3

l

4

5

6

3

1
1
1

4

5

6

l
l
l
l
l

4

5

6

4

5

6

1
l

1

1

53) My supervisor understands the way I feel

2

I

1
54) Supervisory meetings are used,

1

in part, to set goals

2

3

NA
7
7

I

46) My supervisor spends more time on management tasks (like
planning and scheduling) than working directly with staff

l
l
l
l

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
l

1
1
1
1

7
7
7
7
7
7

1
1
1
1
1
1
1
1
1
1
1

7
7
7

55) My supervisor provides me with information about how I
might work more effectively with clients

1

2

3

56) My supervisor knows what s/he is talking about when it
comes to working with clients

1

2

3

1
1

4

5

6

1
1

7

57) I consider my supervisor to be my coach at work

1

2

3

1
1

4

5

6

1
1

7

58) My supervisor cares about me

1

2

3

4

5

6

59) Supervision helps prepare me for my work with clients

1

2

3

60) My supervisor is familiar with the nature of my
relationships with clients

1

2

3

61) My supervisor has helped me to see patterns in my work
performance

1

2

3

7

l
l
l
l
I
l
l
I
l

4

5

6

4

5

6

1
1

7

I

4

5

6

1
1
1

7

1
1

l

1

7

l

1
1
1

7

l
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1

DISAGREE
SO

D

1

MD

1
1 N/A

AGREE
MA

A

SA

4

5

6

4

5

6

4

5

6

4

5

6

4

5

6

l
62) My supervisor and I regularly have formal supervisory
meetings

1

2

3

63) My supervisor Keeps track of the things we discuss in
supervision

1

2

3

64) Supervision meets my needs for on-the-job development
and professional growth

1

2

3

65) I get useful feedback through supervision

1

2

3

66) I like working for this program

1

2

3

1
1
1
1
l
l

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

67) My supervisor is more concerned with my compliance with
policies and and procedures than with my skill level

1

2

3

635 My supervisor knows that direct care work is rarely
routine

1

2

3

69) My supervisor helps me to brainstorm solutions to
problems

1

2

3

70) My supervisor has helped raise ay level of personal and
professional awareness

1

2

71) My supervisor helps new staff adjust to the existing
work environment

1

2

72) My supervisor helps me to understand how my behavior
affects the delivery of client services

1

1

74) I have a good relationship with my supervisor

1

2

3

75) I know what to expect from supervision

1

2

3

76) My sieervisor encourages me to attend skill development
workshops and courses

1

77) I trust my supervisor’s decisions and judgements

1

2

2

3

3
3

78) I feel able to discuss my personal problems and concerns
with my supervisor

t

2

3

79) I enjoy being around my supervisor

1

2

3

7

1
1
1
1
1
1
1
1
1
1

7
7
7

6

4

5

6

1
1

4

5

6

3

1
1

4

5

6

1
1

7

3

1

4

5

6

1

7

7
7
7

1

1
1

4

5

6

1
1

7

1
1

4

5

6

l

7

l
l

4

5

6

i
l

4

5

6

1

1
1
1
l
l

i

1
1
1
1
1
1
1
1

7

l

7

1
1
4

5

6

l

7

1

1
2

l

7

5

3

73) In supervision I can interact freely and openly with
my supervisor

NA

4

1

2

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

4

5

6

1
1

4

5

6

1
1

7

4

5

6

1
1
1

7

7

1
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DISAGREE
SO

D

MD

I find supervision to be a good place to develop ideas

1

2

3

81) My supervisor observes my work to insure that it meets
program standards

1

2

3

82) My supervisor helps me to better understand and make
sense out of ay work

1

2

3

83) My supervisor uses supervisory meetings to discuss
my overal1 work performance

1

2

3

84)

My supervisor makes sure that there is follow-up to
supervisory meetings, when needed

1

2

3

85)

Supervisory meetings are not long enough

1

2

3

30)

86)

My supervisor has helped me to become more effective in
my work

1

2

3

87)

I feel appreciated by management staff

1

2

3

88)

My supervisor only provides supervision when there are
prob1ems

1

2

3

89)

Supervision has helped improve my ability to handle
crisis and other unexpected situations at work

1

2

3

90)

My supervisor helps me to make sense out of past
experiences and use these productively in my work

1

2

3

91)

1
1

1
1 N/A

AGREE

1
1
1
1
1
1
1
1
1
1
1
l
1
1
1
1
1
1
1
1
1
l
1
l
1
1
1
1
1

MA

A

SA

4

5

6

A

5

6

A

5

6

A

5

6

A

5

6

A

5

6

1
1
1
1
l

A

5

6

A

5

6

I

A

A

5

6

A

5

6

A

5

6

1
|

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

1
1
1
1
1
1
1
l

1
1
1
1

NA
7
7
7
7
7
7
7
7
7
7

1

1

7

l

My supervisor has helped me to learn and test out new
ideas in my work

1

My supervisor provides new staff with a good
introduction to the work

1

93)

In supervision we discuss ways to improve client
services

1

2

3

l
1

A

5

6

1
1

7

94)

My supervisor encourages and motivates me

1

2

3

I
l
l

A

5

6

7

95)

I feel supported and appreciated by my supervisor

1

2

3

l
I
I

A

5

6

1
1
1
1

1

A

92)

96)

2

3

5

6

l

2

3

1

A

5

6

1

1

2

3

1

2

3

l

1
i

7

l

5

6

I

97) My supervisor helps guide my on-the-job learning

7

l

1

There is continuity to supervision, so that different
supervisory meetings are connected

7

l

I

1
1

7

l

A

5

6

1
1

7

l

- CONTINUED -
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96) My supervisor has adequate Knowledge to serve as an
instructor of staff
99) My supervisor helps me to regularly evaluate my work
106) My supervisor has helped me to understand the nature
of my our work relationship
101) My supervisor suggests ideas and strategies for my work
102) My supervisor observes me to see my use of planned
work strategies
103) My supervisor helps me to figure out my strengths and
weaknesses
104) Supervisory meetings have been helpful
professional growth

in my

105) I can depend on my supervisor to finish the things s/he
begins
106) Supervision is a well planned sequence of events and
act i v i t i es
107) Staff in this program are well supervised
106) I would like to find a similar job to this with another
program
109) Mv supervisor is far more involved in management work
than direct care work with clients
110) My supervisor has helped me to become more knowledgeable
about my work
111) My supervisor encourages me to try alternative
approaches in my work with clients
112) My supervisor encourages me to to be more self evalative
113) My supervisor tries to get staff to conform to the
program’s standards and values
114) My supervisor rarely reviews client cases with me
115) My supervisor helps me to express my opinions, feelings,
ideas, and concerns

- CONTINUED -

DISAGREE
SO

D

MD

116) My supervisor makes supervision a negative experience

1

2

3

117) Supervisory Meetings often focus on specific client
cases or issues

1

2

3

116) My supervisor shares her/his own on-the-job learning
experiences with me

1

2

3

119) My supervisor is able to think on his/her feet and
responds well to unexpected and crisis situations

1

2

3

126) My supervisor asks me for my opinions about how to
handle work situations

1

2

3

121) I don't get much support from ay supervisor

t

2

3

122) My supervisor helps me to anticipate work problems
before they happen

1

2

3

l
1
1
1
1
1
1
1
1
1
1
1
1
l
1
1
1
1
1
1
1
1
1
l

AGREE
n

*

MA

A

5A

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

4

5

6

7

N>

1

123) My supervisor gets to know my work by watching my
interactions with clients

1

124) My supervisor makes no effort to analyze or better
understand my work

1

2

3

125) Supervisory meetings are a good place to talk about
my training needs

1

2

3

126) My supervisor pays attention to me between supervisory
meetings

1

2

3

2

3

1
1
l

1
1
1
1
1
1
1
1
1
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STAFF SUPERVISORY SURVEY
s/c

P/C

(D/C):

SCORES

PROF.GP.

AREA OF ANALYSIS

INDIVIDUAL QUESTIONS
43

ATTITUOE: PROVISION OF SUPERVISION
ATTITUDE: PERCEPTION OF SUPERVISION

23

44

ATTITUDE: TOWARDS PROGRAM

24

45

N

N

64

35

65

86

1 07

66

67

1 *4N

N

1 06

TOTAL AVERAGE

SCORE ”99” FOR
SCORES OF 7 OR
MISSING VALUES

TO CONVERT "N" SCORES:

1 » 6

2 = 5

3 = 4

4 « 3

5 = 2

6 = 1

SUPERVISORY TYPE: ADMINISTRATIVE

25

46

67

88

1 09

SUPERVISORY TYPE: CLINICAL

26

47

68

39

1 t 0

FUNCTION: FACILITATION

27

4*

69

9®

1 1 1

FUNCTION: STAFF DEVELOPMENT

2*

*0

76

9 1

1 1 2

FUNCTION: STAFF SOCIALIZATION

20

60

7 1

92

1 1 3

FUNCTION: SERVICE DELIVERY

38

51

72

93

1 ' 4N

FEATURE: FACILITATIVE ENVIRONMENT

3 1

52

73

94

1 1 5

FEATURE: SUPERVISORY RELATIONSHIP

32

53

74

95

1 ' 6N

FEATURE: STRUCTURAL ELEMENTS

33

54

75

96

1 1 7

FEATURE: PROVISION LEARNING EXPERIENCES

34

55

76

97

1 1 8

FEATURE: SUPERVISORY SKILLS

35

56

77

98

1 1 9

FEATURE: SUPERVISORY ROLES

36

57

78

99

1 29

CYCLE: RELATIONSHIP BUILDING

37

58

79

1 00

121HJ

CYCLE: PLANNING

38

59

80

1 01

122

PROV/SUP

CYCLE: OBSERVATION

3*

ta

8 1

1 02

124

PERC/SUP

CYCLE: ANALYSIS

40

61

82

1 €3

'24N

ATT/ORG

CYCLE: CONFERENCE

41

or

33

1

04

1 25

USE/AD

CYCLE: FOLLOW-UP

42

63

84

1 05

1 26

USE/CL

N

n

N

AREA

N

FFC

230

SCORE

SUPERVISORY SESSION SURVEY

(DIRECT CARE STAFF)

This brief survey is intended to gather your comments about the supervisory eeeting you have just completed.
As this meeting was observed by a researcher it may have been slightly different than normal supervisory meetings.
This survey asks several questions about the meeting and any differences between this meeting and regular
supervisory meetings.

ALL

INFORMATION GATHERED

IS CONFIDENTIAL?

ANSWERS
YOU
GIVE
WILL
REMAIN
PRIVATE.
AND WILL
NOT
BE
SHOWN
TO OR
SHARED
WITH
YOUR SUPERVISOR , YOUR
PROGRAM
DIRECTOR, OR
ANY
OTHER
CHD
PERSONNEL.

DATE
#

OF

SUPERVISORY

P/C

MEETING:

5/C

PLEASE CHECK THE APPROPRIATE RESPONSE

1) Was this supervisory meeting fairly typical of usual supervisory meetings?
'[^FAIRLY TYPICAL

[]a LITTLE DIFFERENT

’QvERY DIFFERENT

2) Was this supervisory meeting the same length as usual?
^MUCH SHORTER

2 [j A LITTLE SHORTER

'SAME

‘ [] A LITTLE LONGER

[] MUCH LONGER

3) Was the content of this meeting the same as you would normally expect in a
supervisory meeting?
[]NO DIFFERENCE

2[]a LITTLE DIFFERENT

* Q VERY DIFFERENT

4) In this meeting, did your supervisor behave as s/he normally would in a
supervisory meeting?
:]N0 DIFFERENCE

[Ja LITTLE DIFFERENT

’[]vERY DIFFERENT

5) Do you feel the same at the end of this supervisory meeting as you usually would
at the end of a similar meeting?
Q BETTER THAN USUAL

2 [] SAME AS USUAL

’[] WORSE THAN USUAL

6) If you feel differently than you usually would after a supervisory meeting,
describe why below:
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PROFESSIONAL GROUP INDEX:

DIRECT CARE

PERSONAL CODE:

STATUS

Q POSITION

TOTAL POSSIBLE:

□0.3/4:
RANGE:

1-6

VALUE:

1
2

□0.5:

JOB TITLE

RANGE:

1-3

=

=
=
=
=

50-100 = 1 (LOW)
101-150 = 2 MODERATE)
151-200 = 3 (HIGH)

POSITION STATUS:

SCORE:

LEVEL:

SCORE:

33
67

REQUIREMENTS

TOTAL POSSIBLE:

EDUCATIONAL REQUIREMENTS
1-6

TOTAL SCORE:

100

1 =
2 =
3 =

QJOB

RANGE:

17
33
50
67
83

=

3
4
5
6

□0.11:

100

EARNINGS

0

VALUE:

SCORE:

300

JOB REQUIREMENTS:

0-83
» 1 (LOW)
83-200 = 2 MODERATE)
201-300 * 3 (HIGH)

TOTAL SCORE:

TOTAL POSSIBLE:

PROF. EDUCATION:

LEVEL:

33
50
67
83

100

0

□0.12:
RANGE:

LICENSING REQUIREMENTS
1-2

VALUE:

1

=

2

=

100
0
0

3 *
□0.13:
RANGE:

LEVEL OF REQUIRED LICENSE
1-4

VALUE:

1
2
3
4

=
=
=
=

0
33
67
100

Q PROFESSIONAL
□0.14:
RANGE:

□0.15:
RANGE:

RANGE:

1-5

VALUE:

1
2
3
4
5

*
*
*
=
=

□0.18:
RANGE:

□0.21:
RANGE:

SCORE:

RANGE:

0-100 * 1 (LOW)
101-200 = 2 MOOERATE)
201-300 * 3 (HIGH)

TOTAL SCORE:

TOTAL POSSIBLE:

PROF.

LEVEL

-

1-4

VALUE:

1

=

0

2

=

50
1

SCORE:

00

DEGREE RELEVANCE
1-4

VALUE:

1

=

0

2

■

50
1<

PROFESSIONAL
1-2

SCORE:

IDENTITY

VALUE:

100
0

SCORE:

=

0

SCORE:

=

50

3 =

100

1

=

2

=

1

2

400

0-100 - 1 (LOW)
101-200 = 2 MOOERATE)
201-400 = 3 (HIGH)

LICENSES

IDENTITY:

TOTAL SCORE:
LEVEL:

LICENSING LEVEL
1-4

VALUE:

PROFESSIONAL

1-2

VALUE:

1

=

TOTAL POSSIBLE:
1- 250 = 1
251- 600-2
601- 950 = 3
951-1200 = 4

SCORE:

It

0

LEVEL OF MEMBERSHIP RELEVANCE
1-4

VALUE:

1 =
2 =
3 =

0
50
100

GROUP

CODE

POSITION STATUS

PROFESSIONAL MEMBERSHIP

2 □0.22:

300

PROFESSIONAL DEGREE

QPROFESSIONAL

RANGE:

EDUCATION

0
25
50
75
100

3 =

□0.17:

SCORE:

PERSONAL EDUCATION

3 =
□0.16:

SCORE:

1100

(LOW)
(MODERATE)
(HIGH)
(VERY HIGH)

JOB REQUIREMENTS
PROFESSIONAL EDUCATION
PROFESSIONAL IDENTITY
TOTAL

SCORE:

PROFESSIONAL GROUP COOE
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SUPERVISOR SURVEYS QUESTIONS BY SIIBOROUP
SUBGROUP

QUESTIONS

ADEQUATE PROVISION OF SUPERVISION

1,21,41,61,81

PERCEPTION OF SUPERVISION

2,22,42,62,82

USE OF ADMINISTRATIVE SUPERVISION

3,23,43,63,83

USE OF CLINICAL SUPERVISION

4,24,44,64,84

FUNCTION: FACILITATION

5,25,45,65,85

FUNCTION: STAFF DEVELOPMENT

6,26,46,66,86

FUNCTION: STAFF SOCIALIZATION

7,27,47,67,87

FUNCTION: SERVICE DELIVERY

8,28,48,68,88

FEATURE: FACILITATTVE ENVIRONMENT

9,29,49,69,89

FEATURE: SUPERVISORY RELATIONSHIP

10,30,50,70,90

FEATURE: STRUCTURAL ELEMENTS

11,31,51,71,91

FEATURE: PROVISION OF LEARNING EXPERIENCES

12,32,52,72,92

FEATURE: SUPERVISORY SKILLS

13,33,53,73,93

FEATURE: SUPERVISORY ROLES

14,34,54,74,94

CYCLE: RELATIONSHIP BUILDING

15,35,55,75,95

CYCLE: PLANNING

16,36,56,76,96

CYCLE: OBSERVATION

17,37,57,77,97

CYCLE: ANALYSIS

18,38,58,78,98

CYCLE: CONFERENCE

19,39,59,79,99
20,40,60,80,100

CYCLE: FOLLOW UP
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DIRECT CARE QUESTIONS BY SUBGROUP

SUBGROUP

QUESTIONS

ATTITUDE TOWARDS THE PROGRAM

24,45,66,87,108

ADEQUATE PROVISION OF SUPERVISION

22,43,64,85,106

PERCEPTION OF SUPERVISION

23,44,65,86,107

USE OF ADMINISTRATIVE SUPERVISION

25,46,67,88,109

USE OF CLINICAL SUPERVISION

26,47,68,89,110

FUNCTION: FACILITATION

27,48,69,90,111

FUNCTION: STAFF DEVELOPMENT

28,49,70,91,112

FUNCTION: STAFF SOCIALIZATION

29,50,71,92,113

FUNCTION: SERVICE DELIVERY

30,51,72,93,114

FEATURE: FACILITATIVE ENVIRONMENT

31,52,73,94,115

FEATURE: SUPERVISORY RELATIONSHIP

32,53,74,95,116

FEATURE: STRUCTURAL ELEMENTS

33,54,75,96,117

FEATURE: PROVISION OF LEARNING EXPERIENCES

34,55,76,97,118

FEATURE: SUPERVISORY SKILLS

35,56,77,98,119

FEATURE: SUPERVISORY ROLES

36,57,78,99,120

CYCLE: RELATIONSHIP BUILDING

37,58,79,100,121

CYCLE: PLANNING

38,59,80,101,122

CYCLE: OBSERVATION

39,60,81,102,123

CYCLE: ANALYSIS

40,61,82,103,124

CYCLE: CONFERENCE

41,62,83,104,125

CYCLE: FOLLOW UP

42,63,84,105,126
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APPENDIX B
INTERVIEW GUIDES
Executive/Assistant Executive Director
Personnel Director
Program Director
Supervisor
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EXECUTIVE/ASSISTANT EXECUTIVE DIRECTOR
Respondent:___Position/Title: __
Date:_ Time begun:

'

Ended:_Length:_

1)

What role does supervision play in human service agencies?

2)

Describe what supervision should be like for this particular agency.

3)

To what extent do your personal views on supervision shape the agency’s expectations for
supervision?

4)

Who or what defines supervision in this agency?

5)

Does the agency have a written policy on staff supervision?

6)

Are organizational standards and/or procedures described in any other organizational
material?

7)

Is there a procedure for ensuring that supervision is provided?

8)

Are you familiar with the term "Clinical Supervision"?

9)

Do you feel the term has relevance within this agency?

10) Define your expectations of clinical supervision?
11) Do you see a difference between clinical and non-clinical supervision?
12) Is clinical supervision typically practiced in this agency, or is it used only by certain types
of programs or staff, or under certain circumstances?
13) What kind of training does the agency provide for supervisors?
14) Does training for supervisors include clinical supervision?
15) Do supervisory training materials exist?
16) Are supervisors evaluated on a regular basis for their work as supervisors?
17) Are there agency standards or expectations for the evaluation of supervision?
18) Are evaluative materials vague or specific in describing supervision?
19) Do you feel that the agency is strong in its provision of supervision?
20) Do you feel that the agency provides a strong environment for the development of effective
supervisors?
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PERSONNEL DIRECTOR
Date:

Time begun:

Ended:

Respondent:

Title:

1)

Who or what defines supervision in this agency?

2)

What are the agency’s standards for the provision of supervision?

3)

Does the agency have a written policy on staff supervision?

4)

Are organizational standards and/or procedures described in any other organizational
material?

5)

Is the definition of supervision and its expectations and procedures an agency or program
responsibility?

3)

Is there a procedure for ensuring that supervision is provided?

4)

Are you familiar with the term "Clinical Supervision"?

5)

Is the term relevant for this agency?

6)

What kind of training does the agency provide for supervisors?

7)

Does training for supervisors include clinical supervision?

8)

Do supervisory training materials exist?

9)

Are supervisors evaluated on a regular basis for their work as supervisors?

10) Are there agency standards or expectations for the evaluation of supervision?
11) Are evaluative materials vague or specific in describing supervision?
12) Is supervisory evaluation an agency or individual program responsibility?
13) Do you feel that the agency is strong in its provision of supervision?
14) Do you feel that the agency provides a strong environment for the development of effective
supervisors?
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PROGRAM DIRECTOR
Date:

Time begun:

Respondent:

Ended:
Program:

1)

What are the agency’s expectations for the provision of supervision within programs?

2)

Does the agency have a written policy on staff supervision?

3)

Are organizational standards and/or procedures described in any other organizational
material?

4)

In your opinion, what role does supervision play in human service agencies?

5)

What do you expect supervisors to do?

6)

What do you think this will accomplish?

7)

Are these views similar to those held by the agency?

8)

Do your views shape this program’s delivery of supervision, or is more shaped by the
agency’s expectations?

9)

How important do you consider supervision?

10) How important is supervision in the way this program currently uses it?
11) Is there an agency-wide procedure for ensuring that supervision is provided?
12) Does this program have a procedure for ensuring that supervision is provided?
13) Are you familiar with the term "Clinical Supervision"?
14) Do you feel the term has relevance within this program?
15) What do you expect to happen in clinical supervision?
16) What do you think this will accomplish?
17) Do you see a difference between clinical and non-clinical supervision?
18) Is clinical supervision typically practiced in this program, or is it reserved only for certain
types of staff, or for certain circumstances?
19) What is the background experience of the typical direct care supervisor in this program?
20) What kind of supervisory training does the typical direct care supervisor have prior to hire?
21) How are supervisors selected in this program?
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22) Are there basic educational, experiential, skills, tenure, licensing, etc. requirements for
supervisors?
23) What kind of training does the agency is provided for supervisors?
24) Does agency-wide training for supervisors include clinical supervision?
25) Do agency-wide supervisory training materials exist?
26) What kind of training does the program provide for supervisors?
27) Does program-specific training for supervisors include clinical supervision?
28) Do program-specific supervisory training materials exist?
29) How well trained are supervisors in this program?
30) What prohibits more effective training of supervisors?
31) Are supervisors evaluated on a regular basis for their work as supervisors?
32) Are there agency standards or expectations for the evaluation of supervision?
33) Are evaluative materials vague or specific in describing supervision?
34) Do you feel that the agency is strong in its provision of supervision?
35) Do you feel that the program is strong in its provision of supervision?
36) Do you feel that the agency provides a strong environment for the development of effective
supervisors?
37) Do you feel that the program provides a strong environment for the development of effective
supervision?
38) Are supervisors aware of your expectations for supervision?
39) Do your supervisors meet your expectation for supervision?
40) What are some of the factors that inhibit or obstruct supervision?
41) Are you satisfied with the provision of supervision within the program?
42) Are you satisfied with the quality of your supervisors?
43) Are you satisfied with the skills of your supervisors?
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SUPERVISOR
Date:_ Time begun:_ Ended:_
Respondent:_ Program:_
Job Title: _
1)

What do you see as the primary functions of your job as a supervisor?

2)

Is staff supervision the primary focus of your job or are there other elements to your job?

3)

Do you provide supervision for general program operations, such as work shifts?

4)

What percentage of your work time involves direct staff supervision?

5)

Do you have enough time available to meet with staff individually?

6)

How do you decide when it’s time to meet with staff?

7)

Would you like to spend more time meeting with staff individually?

8)

When you meet with staff how long do you typically meet for?

9)

When you meet with staff what kind of things do you focus on?

10) How important do you judge your relationships with staff to be?
11) Describe clinical work?
12) Do you have any clinical training?
13) Do you think of the work you do with clients as "clinical"?
14) In your opinion, are direct care staff engaged in clinical work?
15) Do you ever offer staff personal guidance?
16) Do you ever teach staff things?
17) Do you help staff to analyze their work with clients?
18) Do you encourage staff to attend training?
19) Do you ever sign staff up for training?
20) Do you ever provide any training?
21) Is there a "method" to your supervision?
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22) Do you have any particular beliefs about how you can best develop or train staff?
23) What do the staff you supervise expect from you?
24) What was your background prior to becoming a supervisor?
25) What qualifies you to be a supervisor?
26) Do you feel you need a certain set of skills to be a direct care supervisor?
27) What are your preferred supervisory activities?
28) Do management tasks take priority over staff development tasks in your work?
29) Does program management consider management tasks to be more important than staff
development tasks?
30) What kind of expectations are placed upon you by your supervisor?
31) What kind of written or spoken standards or policies are in place to guide your work as a
supervisor?
32) Is it important to have clearly defined expectations and policies to guide supervisory work?
33) Have your supervisors ever provided you with any training or supervision that has helped
you to become the kind of supervisor they want?
34) Do you feel that you have adequate training to be the kind of supervisor you’d like to be?
35) Describe that training?
36) What kind of training do you feel you’d like to have to be the kind of supervisor you’d like
to be?
37) Where is your training as a supervisor the weakest?
38) How familiar are you with the concept "clinical supervision"?
39) Have you ever had any training in clinical supervision?
40) What is the purpose of clinical supervision?
41) What steps are involved in the provision of clinical supervision?
42) Do you feel your staff require clinical supervision?
43) Do you consider your supervision to be "clinical" in nature?
44) If you wanted to develop your skills as a clinical supervisor, who could you turn to within
the agency for help?
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45) Do you generally feel that your supervisory work helps staff to become more effective direct
care workers?
46) How does your supervisory work help staff to become more effective direct care workers?
47) Is your work as a supervisor more administrative/management in nature or is it more focused
on the development of staff skills and effective staff-client relationships?
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APPENDIX C
OBSERVATION FORMS AND CODES9

9 The observation forms included here are reduced versions of the forms actually used.
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GENERAL OBSERVATION FORM -- COVER PAGE
OBSERVATION NUMBER
SUPERVISOR
DATE OF OBSERVATION
TIME OBSERVATION BEGUN

SUPERVISOR COCE
SUPERVISEE
LENGTH OF OBSERVATION
TIME OBSERVATION ENDED

PAGE
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1

of

GENERAL OBSERVATION FORM-- CONTINUING PAGE
OBSERVATION NUMBER
SUPERVISOR

SUPERVISOR COOE
SUPERVISEE

PAGE

245

of

OBSERVATION CODES
SUPERVISOR INTERACTION CODE - DESCRIPTION OF WHAT SUPERVISOR IS DOlNfi
CODE
DESCRIPTION
ADMINISTRATIVE TASKS

ACTIVITIES

ADM
AGE
CAS
DEL
DIR
DOC
EVA
GEN
IGT
IGV
MON
STA
REP
REV
WAR

HOUSE KEEPING, SCHEDULING, ETC.
SETS/IDENTIFIES AGENDA ITEMS
FOCUS OF CLIENT CASE MANAGEMENT
ASSIGNS RESPONSIBILITY FOR TASK ACHIEVEMENT
GIVES INSTRUCTIONS ON WHAT SHOULD BE DONE
NOTE TAKING OR WRITING PERTAINING TO SESSION
SUMMARIZES AND JUDGES STAFF BEHAVIOR
ON GOING GENERAL DISCUSSION OF CASE OR SITUATION
GETS INFORMATION
GIVES INFORMATION
MONITORS SUPERVISEE BEHAVIOR
DISCUSSION ON OTHER STAFF MEMBER
REPRIMANDS STAFF
REVIEW CLIENT CASE OR SITUATION
WARNS STAFF

ADMINISTRATIVE DETAIL
AGENDA
CASE MANAGEMENT
DELEGATING
DIRECTING
DOCUMENTS
EVALUATES
GENERAL DISCUSSION
INFORMATION GETTING
INFORMATION GIVING
MONITORING
OTHER STAFF
REPRIMANDS
REVIEWS
WARNS

CLINICAL TASKS
ANA
CLA
COU
FAC
FEE
GOA
MOD
PLA
PRO
REM
SHA
SOC
STI
STR
SUG
TEA
TES
TRA
TEL

ANALYSIS
CLARIFIES
COUNSELS
FACILITATES
FEELING
GOAL SETTING
MODELS
PLANNING
PROBES
REMINDS
SHARING
SOCIALIZATION
STIMULATES
STRATEGIZING
SUGGESTS
TEACHES
TESTING
TRAINING
TELLING

HELPS MAKE SENSE OUT OF WORK EXPERIENCES
CLARIFIES MEANING OF WHAT IS BEING SAID
ENGAGES IN THERAPY-LIKE SUPERVISEE INTERACTIONS
FACILITATES STAFF DECISION MAKING
EXPLORES SUPERVISEE FEELINGS
SETS GOALS FOR EMPLOYEE DEVELOPMENT
SHOWS HOW TO DO THING BY COMPARISON WITH SELF
SPECIFIC PLANNING OF FUTURE EVENTS OR ACTIVITIES
PROBES DEEPLY ON A SUBJECT
REMINDS SUPERVISEE OF PAST EVENT OR LEARNING
DESCRIBES PERSONAL HISTORY AS IT PERTAINS
INDOCTRINATES/INSTRUCTS IN CORRECT APPROACH
STIMULATES IDEAS FROM THE SUPERVISEE
HELPS GENERATE PROBLEM SOLUTIONS
WITHOUT REQUEST, PROVIDES HELPFUL IDEAS
PROVIDES DIDACTIC SUPERVISION
TESTING FOR KNOWLEDGE, INSIGHTS, ETC.
FOCUS ON CLINICAL TRAINING NEEDS
SUMS UP CLINICAL ISSUES, GIVING CLINICAL OPINIONS

INTERPERSONAL TASKS
CAR
CCT
COL
CNC
CNS
CNF
DIS
ENC
ENQ
EXP
FGT
FGV
FOL
INP
ORI
PER
RBU
RTE
RTR

CARING
CHIT-CHAT
COLLEGIAL
CONCERN
CONSULTS
CONFIRMS
DISCLOSES
ENCOURAGES
ENQUIRES
EXPLAINS
GETS FEEDBACK
GIVES FEEDBACK
FOLLOW UP
INPUT
ORIENTS
PERSONAL
RELATIONSHIP: BUILD
RELATIONSHIP: TEAM
RELATIONSHIP: TRUST

SHOWING CONCERN OR SUPPORT FOR SUPERVISEE
GENERAL WORK RELATED CONVERSATION
TREATS SUPERVISEE AS PEER
ADDRESSES PARTICULAR SUPERVISEE CONCERN
UPON REQUEST, PROVIDES IDEAS AND SUGGESTIONS
CONFIRMS THE CORRECTNESS OF THOUGHTS/BEHAVIORS
REVEALING ISSUES ABOUT SELF OR PAST EXPERIENCES
ENCOURAGE STAFF BEHAVIOR AT THAT TIME
GENERALLY ENQUIRY: THOUGHTS, FEELINGS, IDEAS, ETC.
PROVIDES EXPLANATION FOR SOMETHING
SEEKS FEEDBACK
GIVES FEEDBACK
PLANS FUTURE OR COMPLETES PAST FOLLOW UP
SEEKS INPUT
ORIENTS OR FAMILIARIZES SUPERVISEE
ENGAGES IN NON WORK-RELATED INTERACTIONS
DEVELOPMENT OF RELATIONSHIP
TEAM BUILDING
DEMONSTRATION OF MUTUAL TRUST
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APPENDIX D
REVIEW OF 16 SURVEY INSTRUMENTS
Overall, the surveys reviewed were either too general or too specific for use in this case
study.

Although there were clearly elements in each survey that were of use and could be

adapted for the purposes at hand, the surveys were clearly designed towards other ends. The
surveys fell into two classes. One was generally oriented towards the behavioral styles and/or
tasks of organizational managers, and the other was specifically directed towards the interactions
and/or perceptions of human services supervisors.
Where it would have been possible to either select a single survey format or patch
together a piecemeal, "Frankenstein monster" with additional questions tacked on in either case,
this seemed both impractical and purposeless. Much of the data required for this case study is
simply not addressed or approximated in any of the reviewed surveys, and it made more sense
to design materials from scratch, despite the fact that they would not be capable of the same level
of generalization or testing.
»

Generic Management Survey Instruments
With the exception of the Position Analysis Questionnaire (PAQ) and the Professional and
Management Position Questionnaire (PMPQ), these instruments are intended to reflect managerial
behavior in terms of general approaches to work.

These are then embodied under discrete

headings, intended to define managerial style or philosophy. Only the job analysis methods of
PAQ and PMPQ concentrate on actual work activities. In general, these surveys were designed
for all-purpose use, and in some cases reflect strongly-held underlying theories; for instance, the
Leadership Effectiveness & Adaptability Description (LEAD) and Leadership Scale materials are
a direct outgrowth of the Situational Leadership model {Hersey & Blanchard, 1982).
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Leader Behavior Description Questionnaire -- Form XII (Ohio State Leadership Studies, 1962)
This form was designed to study leadership behaviors at a time when little in the way of
leadership theory existed (Stogdill, 1970). The LBDQ is directed towards the study of leadership
traits, and is usually employed to describe the behaviors of supervisors along several dimensions.
The original dimensions of task orientation and consideration for others (Halpin, 1957) have been
augmented by the addition of ten variables believed sufficient to explain leader behavior.
However, the LBDQ addresses perceived leadership behaviors only, rather than leader beliefs or
specific activities in which leaders may be engaged.

Like other questionnaires that study

leadership behavior, it is far too general for use in this study.

Leadership Effectiveness & Adaptability Description (Hersey & Blanchard, 1988) and Leadership
Scale (Hersey, Blanchard, & Hambleton, 1989)
These surveys are based on Hersey and Blanchard’s (1982; Blanchard, 1983) Situational
Leadership model, and reflect a search for leadership behavior under different work conditions.
As with other surveys, managerial work is described metaphorically. These survey materials
categorize supervisory work as either task or relationship-oriented, and describe style as "telling,
"selling," "participating," or "delegating."

The materials are concerned with the leader’s

approach to supervision, rather than the actual content of the supervisory work.

Leadership Practices Inventory (Kouzes & Posner, 1988)
The LPI also uses metaphors to describe the behavior of the manager.

The LPI is

concerned with leadership behaviors that are considered by the authors to be aspects of exemplary
management practices, and focuses on managerial attitudes. It is very general and lacks any
detail in terms of work activities. Consequently, the LPI has little relevance to this study.
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Managerial Behavior Survey (Wofford, 1970)
This survey concentrates on the behavior of managers, and describes these in terms of
six overarching behavioral categories. Again, the intent of the survey is to capture manager style
and interest rather than the content of work.

Michigan Assessment of Organizations II (Institute for Social Research, 1975a)
This instrument is part of the larger Michigan Organizational Assessment Package
(Institute for Social Research, 1975b) and is intended as one part of an organization-wide survey
tool.

It is very comprehensive, and the MAO component is "intended as a broad-gauged

employee attitude survey . . . designed to tap a larger number of organizational characteristics
through the perceptions of the members of that organization" (Cammann, Jenkins, & Nadler,
1975, p. A. 1).
The MAO consists of 350 items broken into ten modules that address various employee
attitudes and perceived job characteristics.

Of these ten components, only one (module six)

addresses supervisory behavior that attempts to characterize the way in which supervisors are
perceived.
Although very useful and well developed, the module is designed as one part of a larger
instrument, and is intended to survey employees (not supervisors). Where the module questions
could be adapted to fit the direct care staff section of this case study, its questions range much
further than that required by this case study.

Position Analysis Questionnaire (McCormick, Jeanneret, & Mecham, 1989)
A very structured, very broad, and very technical format for general job analysis. 187
job elements that describe generic work behaviors are clustered into six divisions: information
input, mental processes, work output, relationship with others, job context, and other job
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characteristics. Although of use in analyzing the supervisor’s actual work, the format is far too
broad and does not provide the means to address the specialty issues relevant to this study.

Eraductive Practices Survey and Survey of Management Practices (Hall, 1987a, 1987b)
These companion surveys address managerial approach and "style" in creating a
productive work environment. The dimensions of collaboration, commitment, and creativity are
used to describe the attitudes of managers; the authors contend that these reflect productive
management practices. However, this case study is concerned less with supervisory attitudes than
with the experience of supervisors and the specific methods they employ in the supervision of
staff.

Professional and Management Position Questionnaire (Mitchell & McCormick, 1990)
This instrument is fashioned after the Position Analysis Questionnaire. It is a structured
job analysis designed for executive and supervisory positions, divided into three sections: job
functions, personal requirements, and other information. In many ways, this instrument fits the
basic needs of the case study supervisor survey, but is generally too broad. As a survey tool,
it is incapable of registering the degree of specificity required by this study, (i.e., the nature of
clinical work, and specific supervisory training in that discipline).

Styles of Management Inventory and Management Appraisal Survey (Hall, Harvey, & Williams,
1986a, 1986b)
These companion surveys (along with their counterparts, Styles of Leadership Inventory
(Hall & Williams, 1986), and Leadership Appraisal Survey. (Hall, 1986)) utilize the Managerial
Grid (Blake & Mouton, 1964) to evaluate management style. Management style is equated with
productive practices and is placed in one of five "pure" categories of behavior, each
metaphorically described. Part of the problem in using the Managerial Grid is that its design is
quite unlike the craft/routine grid used by this study to describe supervisory requirements.
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Like most of the surveys reviewed here, these formats are designed to categorize and
describe managerial behavior. Their purpose is not to provide an analysis of the activities in
which subjects engage or the nature of supervisory work requirements.

Supervisory Skills Inventory (Lafferty, 1982)
This provides a general description of the supervisor’s emphasis on particular work
behaviors. Dendinger and Kohn (1989) describe this instrument as effective in assessing the skills
of human services supervisors, but the categories are broad and weighted towards administrative
supervision. Although there are several categories that may be considered clinical in nature, in
the context of Lafferty’s inventory they fit a human relations style of management more than they
do a description of the skills of clinical supervision.
The inventory is a generic instrument that can be used in any industry to assess
supervisory skills; through comparing the ratings of supervisors and supervisees against one
another, the instrument can be used to diagnose specific strengths and weaknesses in supervisory
skills.

Supervisory Interactions Survey Instruments
These instruments ranged in focus, but were all either directed at the perceived behavior
or personal qualities of supervisors or the specific nature of the supervisory relationship. These
instruments were all designed to assess relationships and behaviors in human services practice.
With the exception of the Impact Message Inventory (IMI), which was initially developed to
explore the therapist-client relationship, each tool was specifically designed to review the behavior
of human services supervisors.
However, all of these instruments showed at least some direct applicability to this study.
Accordingly, this category of instruments, and the specific surveys within the class, provided the
basis for the survey, interview, and observation tools developed for this study.
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Competencies of Supervisors (Association for Counselor Education and Supervision, 1987)
This is a pretty comprehensive tool developed to assess the competencies of the clinical
supervisor, but is most appropriately used by the supervisor’s own direct supervisor.

The

instrument is an evaluation tool more than it is a vehicle for surveys or interviews, and requires
an in-depth understanding of the supervisor’s background, work, skills, and knowledge that is far
beyond the scope of the planned interviews and observation of this study. Consequently, the
instrument is too specific and detailed to be fully implemented in this study, but provides an
excellent basis for planned observation and general data collection.

Counselor Evaluation of Supervisor (Bernard, 1987)
This survey instrument provides a thorough overview of the supervisor from the
perspective of the supervisee.

At first glance both this instrument and the Supervision

Questionnaire (page 253) seem to lend themselves well to the survey of direct care staff proposed
in this study. However, like other reviewed instruments, it asks some questions irrelevant to this
study and fails to ask many of the questions most pertinent to it.
This survey tool provides an important foundation for the development of the direct care
survey instrument proposed for use in this study.

Impact.MessageJhiYsniory. (Kiesler, 1987)
The IMI seeks the essence of the clinical relationship, and measures the impact of the
supervisor (in this case) on the supervisee. This makes the tool useful for the survey of direct
care staff. However, as a tool that was developed to primarily measure perceived transactions
rather than specific behavior, it fails to meet the broader needs of this study. It provides an
excellent means for measuring one aspect of the supervisory relationship and may therefore be
most appropriate when used as one instrument in a battery rather than as the primary tool (for
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instance, see Martin, Goodyear, & Newton (1987) who used the IMI with six other instruments
to measure the clinical relationship).

Session Evaluation Questionnaire (Stiles, 1989, Stiles & Snow, 1984)
Martin, Goodyear, and Newton (1987) used this instrument also, in their measurement
of the clinical relationship in supervision.

However, it solely measures reactions of both

supervisors and supervisees to specific supervisory sessions, and questions are based entirely on
the immediate feelings of respondents. Accordingly, it fails to meet the far broader needs of the
survey instruments required in this study.

Supervision Questionnaire (Munson, 1983)
This thorough survey tool provides a strong foundation for the direct care survey used
in this study, along with the Counselor Evaluation of Supervisor survey (above). It is suitably
broad so that it covers a wide range of supervisory behaviors, and suitably specific so that it
focuses on many of the behaviors attributed to clinical supervision in particular. However, the
instrument is clearly directed towards the "professional" clinician (as described above, Munson,
page 26).

Again, the tool is too specific in this regard, and cannot help elicit some of the

answers sought by this study.

Supervisory Styles Inventory (Friedlander & Ward, 1984)
This tool is focused entirely on the role played in the supervisory relationship by the
supervisor, and the style most associated with that supervisor’s implementation of supervision.
The questions posed by the tool reflect supervisory style as perceived by the supervisor and
supervisee. The tool could be useful but based on the material available to me10 provided little
opportunity for practical application in the context of this study.

10Material provided by the authors of the Inventory.
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APPENDIX E
INFORMATIONAL MATERIALS AND PARTICIPANT CONSENT FORM
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A_STUDY ON THE USE OF SUPERVISION IN HUMAN SERVICE
ORGANIZATIONS
GENERAL INFORMATIONAL SHEET
■ This study is being carried out as part of a doctoral program in education and
will be used to fulfill the final requirements for the degree. The results of the study
will be used in the doctoral thesis (dissertation), and may be additionally used in published
articles that will follow.

All results published in the dissertation or elsewhere will be general so
that no employee can be identified from his or her participation, and
even the name of the organization will be changed in order to assure
anonymity and confidentiality.

■ This study will examine the use of staff supervision in your organization, it will
look at:
• the amount and nature of supervision that is actually provided to direct care staff
• the type of work tasks that take up the supervisors ’ available time.
• the type of supervision that this organization emphasizes or requires supervisors to
provide

■ The study will be carried out in stages over several weeks:
• All direct care supervisors will be asked to complete a survey questionnaire
• A small group of supervisors in several individual programs will be asked to participate
further These supervisors will be interviewed, they will be asked to complete a second
questionnaire, and they will be directly observed while at work
• Direct care staff who are supervised by this small group of supervisors will be asked to
complete a survey questionnaire
• Organizational materials that deal with or describe expectations for supervision and/or
supervisory training will be reviewed. These materials will include policies, standards, and
personnel materials where appropriate

■ More specific information is available, describing the roles of different
participants in the study, and will be given out with questionnaires, in staff
meetings, or upon request.
■ I am available for further discussion and will be happy to meet with anyone to
discuss questions, issues, or concerns. I can be reached at:
Phil Rich
(413) 659 3818 -- home
(413) 732 3470 - work
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A STUDY ON THE USE OF SUPERVISION WITHIN HUMAN SERVICE
ORGANIZATIONS
PARTICIPANT CONSENT FORM
• I have read the attached description of the research study to be conducted in this organization,
and understand its nature and purpose.
• I understand my role in this research study, and how information that I provide will be used
in the study.

•

I understand that strict confidentiality will be maintained during this research
project and after its completion and that no information given by me will be
shown to or shared directly with my supervisor organizational management or
any other staff member in this organization.

,

,

,

• I understand that my name will not appear on any form or permanent records, and that my
name will be known to the researcher only, who will use a code number to identify me and
insure my anonymity.
• I understand that any information produced during or at the completion of this research project
will be general only, and will not be specific enough for me to be identified by others.
• I understand that I can feel free to contact the researcher during the research project and ask
questions or discuss concerns about the project and the information gathered.
• I understand that I can feel free to receive a copy of the study results upon project completion,
or discuss the project outcomes with the researcher.
• I understand that my participation is voluntary only and that I am free to withdraw from this
research project at any time, with no further consequences.

NAME (Please print)

SIGNATURE

DATE
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